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Life is a precarious possession at the best, burn- 
ing brightly like a candle and cheering the home 
to-day, to-night a fitful gust blows out of the east, 
and to-morrow nothing remains but the charred 
wick and a little group of mourners. 

When we meet a hale, clear-headed nonagenarian, 
we realize that life’s goal ought to lie farther from 
the starting point than most of us find it in actual 
experience; what with murderous machinery and 
railroads and automobiles on the one hand, and in- 
sidious disease borne in upon us by microscopic 
dust on the other, the race is often only well on 
when the aspirant is called upon to abandon all his 
hope of laurels and to fall by the wayside. 

A drop of urine is a simple thing, poured out as 
it is in pints every day, by each individual, and yet 
in a single drop may be writ the life history of the 
individual which can be readily interpreted by the 
skillful physician. 

I want to speak here of the significance of that 
drop of urine when it contains pus. The presence 
of pus in urine means the presence of microorgan- 
isms in some part of the urinary tract, and if pus 
and microdrganisms are present, three things may 
be alleged: 

(1) That there is a definite disease to be treated. 

-(2) That the disease if left alone will probably 
progress, and in many instances will cause the death 
of the patient. 

(3) That the disease when found is almost al- 
ways curable by proper treatment. ; 

It is my desire to address the following lines 
chiefly to the general practitioner, for it is he who 
is the first to see these cases. Let me declare at the 
outset that the group of pus cases (pyurias) is by no 
means a small one, for every practitioner, from time 
to time, sees cases which many neglect unless they 
have devoted some particular attention to the sub- 
ject. Cases often drift along for months or even 
for years without having anything special done for 
them unless they complain so bitterly that the doctor 
in charge finds himself forced to seek some other 
special advice. It is still a common practice to 
handle such cases by simply washing out the blad- 


der. This procedure is of value now and then in a 
single case, but is as useless in the majority of 
cases as it would be to pour a stream of clear 
water over the mouth of a sewer and expect in that 
way to purify the sewer itself and all its tributary 
connections. 

A little attention to the simple facts which I 
shall furnish in the following brief paper will, I feel 
sure, enable many of the general practitioners to do 
better work in this neglected field. 

There are two aspects of the case which interest 
the physician: First, what is the exact diagnosis? 
and second, what is the cure? 

The patient always thinks that the treatment is 
the most important part, while the skilled physician 
knows that if he can make a clear and accurate 
diagnosis, the treatment often. follows logically and 
may be a comparatively simple matter. 

The diagnosis of pyuria is made when pus is 
found in the urine and yet right here mark well 
the fact that in women leucorrheal discharges are 
often mixed with normal urine so that if a voided 
specimen is examined an erroneous diagnosis is 
sure to be made. I have seen some of our ablest 
medical men make this mistake. The specimen of 
urine in a woman must be taken by a catheter, after 
cleansing the mouth of the urethra. In drawing off 
the urine of a patient with pyuria who has been 
lying on her back, that which comes first may be 
quite clear, as the pus, when present, often settles 
to the base of the bladder, so that the physician in 
securing the specimen is surprised to see clear, 
normal looking urine at first, and then opaque, 
white, purulent urine. Let me caution the prac- 
titioner not to draw any inference from the naked 
eye appearance of urine which has been standing, as 
especially in cold weather it often becomes turbid 
from the precipitation of phosphates and urates 
which look like pus. The addition of a few little 
blood clots to the purulent urine is most significant, 
showing as a rule either a definite lesion in the 
bladder, such as an ulceration, or an extreme form 
of cystitis or a papilloma, or perchance a stone or 
tuberculosis of the kidney. 

If the physician is not himself accustomed to 
examine urine and has not the necessary laboratory 
facilities, the addition of 5 grains of chloral to 5 
ounces will preserve it satisfactorily for expressing 
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to a competent examiner at a distance. The speci- 
men ought to be accompanied by some account of 
the clinical condition of the patient. 

There are a few general considerations con- 
nected with pyuria which are of great value and are 
worth storing up in the memory. I paragraph 
them. For example: é 

Where the patient passes urine containing pus 
and the urine remains acid (acid pyuria) the 
disease is generally either a tuberculosis of the 
kidney or a colon bacillus infection of the kidney 
or bladder, or both. 


Fig. 1.—Diagramatic sketch showing the various commoner 
sources of pyuria in the four parts of the urinary tract—urethra, 
bladder, ureters and kidneys. o, 1—Urethral abscess of Skene’s 
gland at the external orifice, a sub-urethral abscess half way up 
the urethra. No. 2—Bladder: inflammation, ulcer, stone, papilloma, 
pelvic abscess. No, 3—Ureters: stricture, stone, tuberculosis. No. 
4—Kidney: stone in pelvis, infected hydronephrosis, cortical dis- 
ease, e. g., tuberculosis. : 

Where pus is found in the urine but a careful 
search reveals no organisms, this usually signifies 
tuberculosis of the kidney. 

When the patient has fever associated with the 
pyuria, the source of the pyuria is as a rule an in- 
fection of the kidney. 

A vesical pyuria shows with the nitric acid test a 
very small albumin ring while a well defined ring 
almost always means a renal affection. 

A most important caution is this, always to bear 
in mind that no matter how much a patient may 
complain of her bladder and no matter how strongly 
you may be tempted to consider the case as one of 
cystitis pure and simple, the serious lesion, the 
source of all the trouble may lie in one of the 
kidneys. For example, tuberculous nephritis may 
run a course of several years, give rise to no symp- 
toms at all in the region of the kidney, but cause 


distressing complaints of cystitis, which completely 
mask the real site of the affection. J never under- 
take the cure of cystitis without first looking into 
the conditions of both kidneys to see if the disease 
does not originate there. 

When there is much pus in the urine, that is to 
say, when a heavy deposit falls on allowing the 
urine to stand for an hour, then the disease resides 
as a rule in the kidney. 

If there is much pus without much pain any- 
where, this is almost sure to come from the kidney. 

When the urine is practically clear one day and 


be « 2.—The simple instruments needed for an exploration of 
No. 3—Bladder speculum. No. 1—Suction apparatus for empty- 
ing the bladder of all urine. No. 2—Searcher for testing the 
ureteral orifices. No. 6—Ureteral catheters to be passed up to the 
pelvis of the kidney. 
then contains a lot of pus, this is always due to an 
infection of the kidney. In rare instances a pelvic 
abscess will discharge considerable amounts of pus 
through the bladder, but these are rare indeed, and 
here the differential diagnosis is readily made by 
feeling a mass in the pelvis. The picture is typical 
of a renal pyuria, when there is pain in one side 
with fever, with clear urine being passed; while on 
the other hand the patient is relieved of her dis- 
tressing symptoms and has no fever and no pain 
when the pus is found abundant in the urine. 

When the pyuria has its origin in the bladder, 
the clinical picture is simply one of some blood and 
mucus, and much pain on urination. We do not 
get mucus from a renal pyuria. 

I would like now to consider seriatim the most 
important of the various sources of pus, in order 
that by holding them clearly in mind we may be 
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able to trace any given case to its fountain head. 
Let us look upon our quest as a sort of engi- 
neering problem. We find a stream polluted at its 
mouth and the questions for solution are at what 
point does the pollution enter the stream, what is 
the source of the pollution, and how shall we purify 
it? 

It is perfectly evident that the sensible plan is 
to proceed up the stream from its mouth, carefully 
taking samples of water as one goes up. If the 
stream divides into two, as the stream of urine 


_ Fig. 3.—The speculum introduced; patient in knee-breast posi- 
tion, Examiner can now inspect every part of the interior of the 
bladder by reflecting the light down through the speculum. 


divides in the bladder where the two ureters come 
in, then the next step is to take a sample from each 
of these streams in order to discover which one 
carries the contamination and then to follow the 
contaminated stream on up to the point of con- 
tamination. We must not neglect to take at the 
same time enough water from the clear stream to 
make sure that it also carries no pollution. 

We now begin an orderly examination of the 
urinary tract, tracing the infection up to its source 
in a natural direction from below upwards. We 
have thus to investigate these four separate tracts: 
The urethral, the vesical, the right and left ureteral 
and the kidneys. In order to make an investigation 
of this kind, several simple instruments are needed, 
as it is necessary to examine the interior of the 
bladder by sight, and to lay bare the ureteral ori- 
fices to direct vision, and then to examine the uri- 
nary tract above these orifices by means of long, 
slender catheters. To do this, we need, for women, 
a common head-mirror, conical, urethral dilator, a 


cystoscope 10 mm. in diameter with a stout handle, 
a suction apparatus to empty the bladder, and two 
ureteral catheters. The ordinary electric drop light, — 
16 C. P., held over the symphysis, serves very well 
as a source of illumination for reflecting the light 
into the bladder. 

If the source of the pus lies in the urethra, which 
is often the case, it may be lodged in the little 
Skene’s glands which discharge on either side al- 
most at the extreme outer end of the urethra. By 
squeezing the urethra against the symphysis, a 


Fig. 4.—Using the searcher to discover the ureteral orifice, or a 
diverticulum. 

little drop of pus exudes slowly to the orifice. (See 
sketch of diseases, Fig. 1.) 

Sometimes there is an urethral abscess as big as 
a hazel-nut over the middle or upper part of the 
urethra, which opens by a slit into the posterior 
wall. This can be emptied by pressing upon it 
through the vagina. 

These, the only sources of infection in the urethra, 
can thus be detected by the finger alone. A pelvic 
abscess can also be felt and suspected to be the 
source of the pyuria. Again, a kidney full of pus 
can be felt in the join and squeezed and in this way 
considerable pus can be forced down into the blad- 
der and drawn off, thus demonstrating a renal 
pyuria. However, these occasional cases in which 
the source of the trouble can be so readily discov- 
ered by such simple methods of examination must 
not mislead the examiner into slighting the simple, 
systematic means of investigating the entire urinary 
tract with instruments. 

We proceed therefore to examine the interior of 
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the bladder. The urine is first drawn off by cath- 
eter and set aside for comparison. Then the patient 
is put in the knee-breast position with the urethra 
well cocainized with a 10 per cent. solution. The 
external urethral orifice if it is not already large 
enough is dilated up to 10 mm. in diameter, then 
the speculum is introduced, its obturator is with- 
drawn, and as the operator reflects the bright light 


readily sees and rapidly examines the whole in- 
terior of the bladder. 

The base and posterior lateral walls and vertex 
are inspected in orderly manner for ulcer, a pen- 
dant papilloma, a stone lying in the vertex in this 


Fig. 5.—The ureteral catheter, stiffened by a stylet, has been 
passed up into the ureter for a short distance and the examiner 
18 now stripping the catheter off from the stylet, which is grasped 
A oar teeth; in this way he passes the catheter on up into the 
of the bladder from some extravesical abscess. 
An inflamed condition of the bladder walls 
(cystitis) usually appears as a more or less 
patchy hyperemia with areas of ulceration in ad- 
vanced cases. If nothing is found in the bladder, 
then the ureteral orifices lying at the base to the 
right and to the left, are in turn examined, and if 
one side appears puffy and edematous or sur- 
rounded by an area of ulceration or retracted and 
looking like a deep, large hole, and above all, if 
pus is seen oozing from one side, the further in- 
vestigation is then conducted in that direction. 
One must not neglect to utilize the opportunity 
to examine the opposite ureteral orifice, which 
may be seen to be normal in appearance and ac- 
tively functionating. 

The first drops of urine coming from the sound 


over the symphysis pubis from his head-mirror, he’ 


posture, or fistula opening into the posterior wall: 


side may be caught as they spurt out into the 
lumen and run down the speculum, and used for 
a microscopic examination for pus, thus avoiding 
the necessity of catheterizing the sound side. 
The ureteral catheter is now taken in hand 
and passed up the diseased ureter. If the point 
of the catheter is coated with wax, this will be 
scratched if it comes in contact with a stone. I 
have done this many times and over and over 
again demonstrated the presence of a renal or 
ureteral calculus, afterwards proved by opera- 
tion. Any marked obstruction of the ureter wil: 
at once be noted as an impediment to the further 
progress of the catheter. Sometimes by judicious 
manipulation the catheter is forced through a 
tight ureteral stricture, the strong bite of the 


Fig. 6.—Patient lying on left side. Drawing off urine from the 
left kidney while the vesical catheter collects the urine trans- 
vesically from the right. The urine from the left kidney runs 
into the graduate, while the vesical catheter collects the urine 
from the right in the finger-bowl. 


stricture can be plainly felt and even measured 
by a suitable instrument with a spring and a 
scale, as it resists the attempt to draw it out. 
The catheter being conducted up into the pelvis 
of the kidney, about 28 cm. above the urethra, is 
allowed to rest there until sufficient urine from 
that side is secured for a thorough microscopic, 
chemic and bacteriologic examination. While the 
diseased side is thus being drained by the ureteral 
catheter, urine may be collected from the sound 
side by simply inserting a catheter into the blad- 
der. This is a simple, trustworthy procedure. 
After, in this way, tracing the pyuria to its 
source, after finding for example that its source is 
in the bladder, while the urine coming down from 
both kidneys is perfectly free from contamination ; 
or, on the other hand, after finding it is in one 
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kidney, while the opposite kidney, ureter and 
bladder are normal, the ‘next step is to determine 
the exact nature of the infection and what is best 
to relieve it. The X-ray is of great value in lo- 
cating and determining the number of stones pres- 
ent. The measurement of the amount of urea dis- 
charged from the diseased and sound sides will 
give the relative values of the two kidneys and 
show whether, when the question of operation 
arrives, it is worth while to save the diseased 
kidney. The bacteriological examination will 
show whether the infection is tuberculous, and 
when, in the more radical operations, the removal 
of the kidney is in order. 

It is not my purpose, at this time, to go into 
the question of treatment, but to urge, as above, a 
more wide, separate interest in the simple meth- 
ods of examination suggested. 


PYLOROSPASM.* 
Stuart McGuire, M.D. 


Professor of Clinical Surgery, University College of Medi- 
cine; Surgeon-in-Charge of St. Luke’s Hospital, etc. 


RICHMOND, VA. 


Twenty years ago the physician held undisputed 
sway in the treatment of digestive disturbances, and 
the suggestion that dyspepsia could be cured by 
surgery, when medicinal, dietetic and hygiene meas- 
ures had failed, would have been regarded as an ab- 
surdity. 

Ten years ago the surgeon took possession of the 
field, and for a time the operation of gastro-en- 
terostomy was considered a panacea for all gastric 
disorders. It was found, however, that while the 
operation in some cases accomplished brilliant 
cures, in others it not only did not relieve, but ac- 
tually increased, the patient’s distress. 

To-day it has been demonstrated that chronic and 
recurring indigestion is rarely, if ever, due to func- 
tional causes, and cannot be cured by efforts to cor- 
rect errors of secretion. It is almost invariably 
caused by organic disease of the stomach or other 
organs, and can be corrected only by operative in- 
tervention. In nine cases out of ten, while the 
symptoms are gastric, the cause is appendicitis, 
cholecystitis, pancreatitis, or duodenal ulcer; and 
while the treatment is surgical, the operation is not 
done on the stomach. A gastro-enterostomy will 
cure the symptoms due to an organic obstruction of 
the pylorus such as results from cicatricial contrac- 


*Read at a meeting of the Southern Surgical and Dens 
Association, in Nashville, Tenn., December 13-15, 


tion of an ulcer, because it relieves the condition by 
affording a new exit for the stomach contents. The 
operation will not cure, but will aggravate, the 
symptoms due to a spasmodic obstruction of the 
pylorus such as results reflexly from nervous 
stimulation, because it overcomes the effort being 
made by nature to prevent the invasion of the in- 
testines by irritating stomach contents. Obstruc- 
tion of the pylorus may be organic or spasmodic. The 
first is mechanical and should be relieved by making 
a new exit for the stomach contents; the second is 
nervous and should be relieved by diagnosticating 
and correcting the cause which produces it. 


Spasm of the pylorus, or pylorospasm as it is 
generally called, is a very common trouble. It is 
not a disease, but a symptom. It may be caused by 
rapid eating, by indigestible food, by an ulcer or 
other lesion of the stomach, but it is most fre- 
quently the expression of some remote abdominal 
disease. How appendicitis or cholecystitis causes 
gastric symptoms has never been satisfactorily ex- 
plained. It is believed that irritation transmitted 
to the stomach through the sympathetic nervous 
system causes an excess secretion of hydrochloric 
acid. The resulting hyperchlorhydria causes spasm 
of the pylorus; the pylorospasm causes retention 
of food beyond the physiologic limit, and finally 
there comes motor insufficiency, food stagnation and 
dilatation of the stomach. 


The most prominent symptom of pylorospasm is 
a cramping pain in the epigastrum, which may last 
only a few minutes or may continue for several 
hours. In some cases the spasm may relax sud- 
denly ; in others it may terminate slowly and gradu- 
ally. Some patients have attacks several times a 
day; others at intervals of weeks; and others still 
only once or twice a year. In the interval between 
attacks, the digestion may be normal. During at- 
tacks peristalsis of the stomach is increased, but 
food cannot pass through the pylorus, and often 
relief comes only after vomiting. The patient 
usually diets strictly, and loses flesh and strength 
steadily from starvation and autointoxication. 

During the last few years I have recognized, 
treated and cured a progressively increasing num- 
ber of cases of pylorospasm. In no other class of 
patients, with possibly the exception of epileptics, 
is it necessary to be so thorough in preliminary ex- 
amination and so patient in post-operative treat- 
ment. The real cause of the condition must be 
found, and after it has been removed the patient 
must be systematically treated until the hypersen- 
sitiveness of the pyloric muscle is relieved, and its 
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spasm habit is overcome. This will be well illus- 
trated by one of my first cases. ; 

Miss E., aged 32, a thin, anemic and nervous 
patient, gave a history of chronic dyspepsia at- 
tended by frequent attacks of violent pain in the 
upper abdomen. A diagnosis of gallstones was 
made and an operation advised. The abdomen 
was opened, the gall-bladder exposed, and it was 
found to contain several large gallstones. They 
were removed, a drain was inserted, and the in- 
cision was closed. No examination was made of 
other abdominal organs. A week after the opera- 
tion the patient had a return of her old pain, and 
the paroxysms became so frequent and distress- 
ing that her family was told that it was probable 
that a stone had been overlooked and it was ad- 
visable to reopen the abdomen and try to remove 
it. At the second operation the gall-bladder and 
ducts were carefully palpated, with negative re- 
sult. The stomach was then delivered and gone 
over. The pylorus was found hard and rigid, 
with a lumen which would not admit the tip of 
the finger. While handling it in search of evi- 
dences of ulceration, the spasm suddenly gave 
way, the tissues became soft and elastic, and a 
finger could readily be invaginated through the 
opening. Then, for the first time, the nature of 
the case was comprehended. The stomach was 
normal; the gallstones were an innocent coinci- 
dence; the cause of the pylorospasm must be 
found elsewhere. The appendix, which, until 
then, had not been suspected of disease, was 
brought into view. It was inflamed and con- 
tained several enteroliths, and was removed. The 
patient recovered from the operation, but for 
some months had recurrence of pain after any 
imprudence in eating. She was carefully and in- 
telligently treated by her family physician and is 
now completely well. 

This paper is intended only to be suggestive. Its 
purposes are to impress: 

First——The necessity of differentiating between 
gastric symptoms due to organic disease of the 
stomach and those reflex from other organs. 

* Second.—The impropriety of performing a gastro- 
enterostomy for spasm of the pylorus. 

Third—The advisability, at the time of opera- 
tion, of examining all abdominal organs and correct- 
ing every abnormality, lest the obvious may not be 
the real cause of the symptoms. 

Fourth.—The importance of the post-operative 
and post-hospital treatment of patients to overcome 


the spasm habit of the pyloric sphincter. 


SURGICAL SUGGESTION. 

Feeble, rapid pulse, fever and prostration, de- 
veloping after laparotomy may be due to a pro- 
gressive, and usually fatal, peritonitis even though 
there are no abdominal signs or symptoms (such 
as distention, tenderness, pain and vomiting). 


TRANSFUSION OF BLOOD: ITS INDICA- 
TIONS AND:TECHNIC.* 
J. SHELTon Horsey, M.D. 


Professor of the Principles of Surgery and_ Clinical 
Surgery in the Medical College of Virginia; 
Surgeon to Memorial Hospital. 


RICHMOND, VA. 


The history of transfusion of blood is as old as 
the history of medicine. The ancient Egyptians 
alluded to it in their writings and it is probable 
that they employed it. But it has been chiefly of 
historical interest until the last few years, as clot- 
ting invariably took place by the technic that was 
formerly employed and the patient received merely 
the blood serum, which had no more effect than 
ordinary salt solution. Besides, the procedure was 
positively dangerous as the clots were often washed 
into the circulation producing embolism. It has 
long been known that when the endothelial lining 
of a bloodvessel was injured a clot formed at the 
point of injury, and if blood flows for any length 
of time over foreign substances clotting occurs. 
Some substances, as paraffin or oil, retard clotting 
much more than others, but nothing will take the 
place of the healthy intima of the vessels. The 
work of Carrel first made transfusion of blood not 
only safe, but a valuable therapeutic remedy. It 
was he who first demonstrated that the artery and 
vein of two individuals could be so united with 
suture as to make a tight joint and a continuous 
surface of vascular endothelium from the artery of 
the donor into the vein of the recipient. 

When the attention of the medical profession is 
called to a new therapeutic measure it is viewed by 
some with indifference ; some will be skeptical, will 
oppose the new remedy from every standpoint, and 
can see no good in it; while a small group of en- 
thusiasts will use it on all occasions and for almost 
every ailment. Both extremes are dangerous, for 
the skeptics are likely to have cases die that might 
have been saved by the new method and the en- 
thusiasts will employ it in season and out of season 
and not infrequently bring disaster to the patient 
and discredit on their cause. It has been the en- 
deavor of such workers as Crile to steer between 
these two extremes in the case of transfusion of 
blood, and to him more than to any one else in 
America we owe our chief knowledge of the in- 
dications and the contraindications for transfusion. 
(Crile: Hemorrhage and Transfusion, D. Appleton 
& Co.) 


*Read at a mecting of the Medical Society of Virginia, Norfolk, 
Va., October 26, 1910.. 
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For anemia due to loss of blood in an individual 
who is otherwise healthy, tranfusion of blood from 
a proper donor is a specific. But it should not be 
used except where other remedies will apparently 
be futile. On the other hand, it must be remem- 
bered that the effects of marked anemia extending 
over a considerable period of time may be perma- 
nent even after the blood has been fully restored, 
so we should not delay tranfusion too long. As has 
been brought out by Crile, Carrel and others the 
cells of the central nervous system are the first to 
break down when deprived of blood supply. In a 
dog the heart can be stopped for as long as seven 
minutes and then be resuscitated; but while the 
heart may respond the animal’s mentality is never 
normal, as certain of the cerebral cells have de- 
generated within this time and the central cells of 
the brain do not repair. Consequently, if we delay 
too long and deprive the central nervous system of 
the proper quantity of blood we may find organic 
lesions have already occurred. 

What is true of hemorrhage as regards the bene- 
fits of transfusion is likewise true of shock, though 
in the latter instance the employment of intravenous 
infusion of adrenalin and salt solution may serve 
to force back into the circulation the blood which 
has not been lost but merely accumulated in the 
larger vessels. 

Anemias secondary to some perverted condition 
of the blood or blood-making organs are treated 
with transfusion with varying results. For melena 
neonatorum it is likely a specific. In the case of 
Brewer and Carrel the baby was brought during 
the short interval of transfusion from a moribund 
condition to one of perfect health. Hemorrhages 
due to hemophilia have been treated with different 
results. In some instances recovery has been most 
satisfactory. Pool and McClure (Annals of Surg- 
ery, October, 1910) and Goodman (Annals of 
Surgery, October, 1910), have recently reported 
successful cases of transfusion for hemophilia. On 
the other hand, Pepper and Nisbet (Journal A. M. 
A., Vol. 49, p. 385) had a case of fatal hemolysis 
following transfusion in a patient suffering from a 
hemorrhagic disease of unknown origin. It was 
decided that the condition was not hemophilia, per- 
nicious anemia, or acute leukemia. The bleeding 
was from the gums and persisted in spite of all 
treatment until blood examination just before trans- 
fusion showed only 400,000 red cells and twelve 
per cent. hemoglobin. The patient died three days 
afterwards. An autopsy showed that marked 
hemolysis had taken place. 

But little is known about the pathology of 


hemorrhagic diseases, so transfusion of blood in 
such cases must always be undertaken with great 
caution. The fact that a laboratory test will not 
always indicate whether hemolysis will take place 
clinically, renders the application of this measure 
still more dubious. However, when the patient’s 
hemoglobin falls to twenty per cent. or below and 
there is no cessation of bleeding, transfusion of 
blood should be resorted to after other remedies 
have failed, for in some instances results have been 
brilliant and it is better to risk the chance of hemoly- 
sis than to abandon the patient to a certain death. 
In such blood diseases as pernicious anemia and 
leukemia, transfusion not only does not benefit but 
in almost all of the recorded cases it has apparently 
been injurious, death usually occuring a short time 
after transfusion. As these diseases probably re- 
sult from some toxic product formed outside of the 
circulation we would naturally expect fresh blood 
to be readily affected by this toxin and the benefit, 
if any, would be very temporary. 


In this illustration a represents the artery which is being 
sutured to the vein v. At b a small branch of the vein is shown, 
which is bent back in such a position that the eye of a threaded 
needle can be thrust through it and break up a clot which may 
form at the point of suture. A continuous mattress suture is 
shown uniting the artery and vein. (Horsley: “Notes on The 
Technic of Transfusion of Blood,” Journal of the A. M. A., 
August 20, 1910.) 

In secondary anemias from chronic hemorrhage 
from the bowel due either to dysentery or tuber- 
culosis, transfusion has been used with excellent 
results. In hemorrhages from typhoid patients 
transfusion has been successfully used, although the 
bleeding point must be located and stopped before 
any permanent benefit can be obtained. It would 
be better to have a donor who has previously re- 
covered from typhoid. In secondary anemias fol- 
lowing suppuration and puerperal sepsis transfu- 
sion of blood has often been beneficial. In cases of 
poisoning by illuminating gas transfusion after first 
bleeding the patient gives brilliant results. It can 
be used in such instances as secondary hemorrhage 
in order to make a patient a surgical risk who 
would otherwise be inoperable. 
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One of the most interesting examples of the 
beneficial effects of transfusion has been reported 
by Cole and Winthrop (Southern Medical Journal, 
* February, 1910) who have personally employed it in 
nine cases of pellagra and give notes of two other 
cases. Of the nine cases reported six were either 
cured or markedly improved. In one of the three 
in which no benefit was observed the donor was a 
fourteen-year-old boy and on account of his extreme 
restlessness but little blood could be obtained. Cole 
and Winthrop use wherever possible a donor who 
has recovered from pellagra, but if such an in- 
dividual is not available they prefer one who has 
lived in the same surroundings as the pellagra 
patient but who has not contracted the disease, be- 
lieving that such an individual probably has a 
natural immunity and may have immune bodies in 
his blood. In view of their excellent results in a 
disease which otherwise runs a fatal course in a ma- 
jority of cases, transfusion of blood should receive 
considerable attention in the treatment of pellagra. 

In summing up the indications for transfusion of 
blood we may class them in the order of their ef- 
ficacy: first, extreme loss of blood in a healthy in- 
dividual; second, loss of blood from chronic bowel 
hemorrhage due to ulceration from dysentery or 
tuberculosis ; third, shock ; fourth, hemophilia ; fifth, 
chronic suppuration or puerperal sepsis; sixth, pel- 
lagra; seventh, tuberculosis; eighth, sarcoma and 
cancer; and ninth, pernicious anemia and leukemia. 
It would probably be better to strike out this last 
classification as it is the only one in which the re- 
sults appear not only to be without benefit, but 
positively harmful in most cases. 

The dangers from transfusion itself when the 
operation is properly done are much less than is 
generally supposed. In a personal communication 
from Dr. Crile (October 15, 1910), he states that 
he has performed in all about one hundred trans- 
fusions. He has had two deaths from hemolysis. 
One was a case in which a repeated transfusion was 
employed to cure a sarcoma. The patient died the 
third day after transfusion. In another case, Dr. 
Sloan, an assistant of Dr. Crile, performed a trans- 
fusion in a case of hemorrhagic disease after horse 
serum had been used. This patient also died from 
hemolysis. Dr. Crile states that aside from these 
two cases he has had no trouble from hemolysis 
and in normal patients transfusion can be performed 
with impunity. Acute dilatation of the heart must 
be borne in mind. It may be promptly recognized 
by pain in the region of the heart, increase in pulse 
rate and in the area of cardiac dullness, irregularity 
of the heart action, dyspnea, and falling blood pres- 


sure. The transfusion should be discontinued at 
once and the patient’s feet lowered as in the ex- 
treme reversed Trendelenburg position. Massage 
over the heart will also assist in emptying it. 
The first consideration in the technic of the 
operation is of the donor and the recipient. The 
donor should be a healthy individual free from 
syphilis and from arteriosclerosis. The radial 
artery is dissected out for about three inches in the 
wrist. This can be done under local anesthesia. In 
the recipient, one of the superficial veins of the 
forearm is exposed. It is best to take a vein near 
the elbow so situated that there will be a small 
branch just proximal to the point where the vein is 
to be cut. This small venous branch should be 
clamped with mosquito forceps, and not ligated. 
When the artery has been dissected out it is tied 
at the lower angle of the wound and a small Crile 
clamp placed on the artery at the upper angle. 
The artery is cut across close to the ligature with 
sharp scissors. The vein is ligated and cut across 
in a similar manner. Sterile vaseline should be 
freely used on both the vein and artery. The ad- 
ventitia of the artery is now pulled down and cut 
off. The adventitia then retracts. The vein is 
treated in a similar way. After again applying 
sterile. vaseline three fine sutures thoroughly im- 
pregnated with vaseline in a No. 14 or 16 sewing 
needle, connect the vein to the artery at equal 
distances along their circumference. These sutures 
should be tied and left long. When the last suture 
is inserted a mosquito forceps is placed on next to 
the last suture (suture No. 2), and suture No. 1 
and the short end of suture No. 3 (the last suture) 
are held by an assistant and slight traction is made. 
This converts the circular wound into a triangle 
with each suture as the apex of an angle. The 
traction slightly everts the intima and makes sutur- 
ing easier. The mosquito forceps by its weight 
prevents collapse of the wall of the vessels and so 
avoids the possibility of the opposite side of the 
vessel being caught in the suture. The needle on 
suture No. 3 (the last suture) is then passed back 
and forth after the manner of a mattress. suture 


until it reaches suture No. 1. (See cut.) Then — 


the mosquito forceps is changed to No. 3 and the 
suture continued from No. 1 to No. 2. After No. 
2 is reached the mosquito forceps is transferred to 
No. 1 and the stitch continued from suture No. 2 
to suture No. 3, where it is tied at the original 
starting point. The clamp on the vein is removed 
and then, gradually, the clamp on the radial ar- 
tery. If there is some bleeding, pressure with 
gauze usually controls it, but if not the radial ar- 
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tery can be again compressed while an extra suture 
is being placed. If the blood does not flow freely 
and particularly if pulsation is not transmitted along 
the vein the mosquito forceps on the small venous 
branch which has been referred to should be re- 
moved. If the blood is flowing freely it will spurt 
through this branch. If a clot has formed at the 
line of suture it may be broken up either by gently 
manipulating the anastomosis with the finger and 
thumb or by inserting the threaded eye of a needle 
through the small venous branch and dislodging 
the clot. The finger of an assistant should be held 
upon the main trunk of the vein until the all pieces 
of clot have been forced through the small branch. 
Then the mosquito forceps may be reapplied to the 
small branch of the vein and the blood permitted 
to flow. 

The technic just described is that of Carrel with 
a mattress suture used instead of the continuous 
over-hand stitch. This is shown in the cut. It not 
only makes more satisfactory apposition of the in- 
tima but leaves less of the thread exposed to the 
blood stream. Traction on the three original 
sutures may injure the intima and so leave a point 
at which a clot will form. The mattress suture 
can go somewhat deeper and cover up the points 
where the tractor sutures penetrated. The dif- 
ference in the appearance of an intestinal wound 
when united by a right angle continuous suture and 
an intestinal wound in which the ordinary over-hand 
suture is used shows clearly that in the latter 
method much more thread is exposed than when 
the right angle suture is employed. The mattress 
suture as used in arterial suturing or for transfu- 
sion of blood produces the same appearance on the 
inside of the blood vessel as the right angle con- 
tinuous suture does on the outside of the intestine. 
The technic just described may be used in uniting 
arteries or veins as well as in transfusion where an 
artery is united to a vein. The advantages of se- 
lecting some point in a vein near a small branch 
have already been alluded to. This small branch 
can be clamped with a mosquito forceps and serves 
not only as an indicator to show that blood is flow- 
ing, but may be used as a means of breaking up and 
expelling a clot which sometimes forms at the 
sutures. When the clot has been loosened and 
broken up the finger should still be kept on the 
main trunk of the vein so the piece of clot will be 
forced by arterial pressure through the small 
venous branch and not permitted to go to the right 
side of the heart and form pulmonary emboli. 


As to the instruments and materials to be used, 


two small Crile clamps and half a dozen mosquito 
forceps with very fine needles are all the special 
instruments required. The needle should be a very 
fine round needle No. 14 or 16. For suture ma- 
terial several things may be used. Guthrie (Jour- 
nal A. M. A., Vol. 54, p. 349) has recently recom- 
mended the use of human hair and claims excellent 
results. No. 1 Chinese silk has been most generally 
used—untwisting the thread into three strands and 
using a strand as a suture. It is impossible to get 
the silk through the eye of such a small needle 
without doing this. Some surgeons used No. 000 
linen. This can be untwisted in a similar manner. 
The suture should be threaded into the needle and 
half a dozen of these threaded needles run through 
a light towel or a piece of gauze as is usual in keep- 
ing intestinal sutures. The sutures should be ster- 
ilized in vaseline or oil before being used. 

Vein-to-vein anastomosis is easier of accomplish- 
ment than that of artery-to-vein, but it has two ob- 
jections. First of all it is exceedingly slow (Crile), 
and second, it conveys non-oxidized venous blood 
instead of the more nutritious arterial blood. Of 
course, the blood from the donor goes to the right 
side of the heart and then to the lungs, but when a 
patient needs transfusion all of his organs are 
working more or less imperfectly and it is an ad- 
vantage to have blood containing proper nutrition 
and already oxidized pumped directly into the veins 
instead of transfusing venous blood. 

Of the different appliances that are being used 
the canula of Crile is the simplest and the most 
widely known. All such devices as the canula of 
Crile, the paraffin tubes of Brewer, and the canula 
of Elsberg have the objections that obtain to any 
special apparatus. Either the proper sizes have to 
be used in order to insure efficiency, or else the ap- 
paratus is so delicate and complicated as readily to 
get out of order. There is a striking similarity 
between the evolution of intestinal suturing and 
the development of arterial suturing. Formerly 
there were numerous mechanical devices used in in- 
testinal suturing, but as experience increased it was 
found that a simple technic and simple instruments 
were more desirable than a complicated apparatus. 
Gradually the needle and thread has supplanted all 
kinds of apparatus in closing intestinal wounds, 
and so in arterial and venous surgery the needle and 
thread will probably supplant the various and com- 
plicated devices that are now being used. How- 
ever, whether transfusion of blood is performed by 
canula or by needle and thread, animal experimen- 
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tation should always be resorted to by the operator 
until he has so perfected himself in the technic as 
to be able to use it with a fair amount of dexterity 
on his patients. 


THE IMPORTANCE OF EDUCATING THE 
PUBLIC IN REGARD TO CANCER. 
SoutuGate Leicu, M.D. 

Surgeon in Charge, Sarah Leigh Hospital; Chairman 


Committee on Cancer Education, Tri-State Medical 
Association of Virginia and the Carolinas. 


NORFOLK, VA. 


The education of the public on the cancer prob- 
lem is undoubtedly the most important matter 
which to-day confronts our profession. 

_ When we consider the authoritative statement 
that at the present time 90 per cent. of people who 
suffer with cancer die of the disease, notwithstand- 
ing the fact that 95 per cent. of all cases of cancer 
are either preventable or curable, we cannot help 
being tremendously aroused to the necessity of 
prompt action to overcome this frightful dis- 
crepancy. 

Another fact that appals us is, that in spite of the 
wonderful strides made by the medical profession 
in recent years in the prevention and treatment of 
disease, resulting in a marked reduction in the mor- 
tality from practically every other human ailment, 
yet cancer is steadily and rapidly increasing both 
in extent and in death rate. Ignorance, misrepre- 
sentation and superstition are the causes of this 
dreadful state of affairs. 

To an intelligent observer it is well nigh incon- 
ceivable how people could so neglect those simple 
measures which are necessary to check the ravages 
of cancer. But many such conditions are beyond 
the understanding of the conscientious medical 
man. For instance, we frequently meet shrewd and 
successful men of business, who in the conduct of 
their affairs make use of every modern facility and 
invention, and yet in cases of incipient or early can- 
cer they often confer with irregulars who in many 
instances have not even the advantage of a medical 
education. Precious time is lost, and when the 
proper counsel is taken, the disease has progressed 
too far for a cure. 

This illustrates how difficult is the problem of 
cancer education. If our men of standing and sta- 
bility show such bad judgment, what can we expect 
of the ignorant classes? 

It is also undoubtedly discouraging to the pro- 
fession to be often misunderstood in propagating 
the cancer gospel, and still the danger to our people 
and to our country is so appalling that we must not 
be deterred. 


Unless the public, and the medical profession as 
well, are made to realize what a terrible scourge 
this dreadful disease is, we cannot hope to arouse 
sufficient interest and enthusiasm in the problem to 
develop the necessary organized effort. 

In the United States the cancer mortality has in- 
creased from about 9 per 100,000 population in 1850 
to 29 in 1880, and to 43 in 1900, and in the area of 
official investigation the mortality increased from 
1890 to 1906 to 70 per 100,000 population. The 
registration area, composing about half the popu- 
lation of the country, shows a mortality of 37,000 
in 1909. 

In England one woman in every eight, and one 
man in every twelve over 35 years of age, dies 
of cancer. More women die from cancer than from 
consumption. 

In this country we probably lose about 80,000 
people a year from cancer. 

As Guerry, of South Carolina, very forcibly puts 
it, suppose that an epidemic occurring in any one 
of the States of the Union should carry off that 
number of people within a few weeks, what would 
be the result? The whole civilized world would be 
aroused to the emergency, and the most vigorous 
possible measures would be taken to stamp out the 
disease. And yet, what difference does it make 
whether the deaths are all in one section and in a 
short period of time or are spread out over the 
whole country and throughout a year? The same 
number of people die, and 95 per cent. of them 
ought not to die. 

The stomach is the most frequent site of the dis- 
ease in men, gastric carcinoma occurring in 43 per 
cent. of all the cases; the liver comes next, with 15 
per cent.; head, face and neck, 10 per cent.; mouth, 
tongue and throat, 10 per cent.; and other parts of 
the body in smaller proportions. 

In women the uterus is involved in 28 per cent. of 
the cases; stomach, 24 per cent.; breast, 16 per 
cent., etc. 

A short time ago I communicated with the Board 
of Health and Medical Society of each State in the 
Union, asking whether any organized effort had been 
made to enlighten the public on the cancer prob- 
lem, and whether any papers had been written by 
the profession on this subject. From thirty-two 
States has come a negative reply to both questions. 
These are Alabama, Arizona, Arkansas, Connecti- 
cut, Delaware, District of Columbia, Florida, 
Georgia, Idaho, Indiana, Iowa, Kansas, Louisiana, 
Maine, Minnesota, Mississippi, Missouri, Montana, 
Nebraska, New Hampshire, New Jersey, New 
Mexico, Nevada, North Carolina, North Dakota, 
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Ohio, Oklahoma, Rhode Island, Utah, Vermont, 
Washington and Wisconsin. In many instances the 
writers expressed themselves as favoring a state- 
wide movement against cancer. From four no an- 
swer has been received. These are Kentucky, South 
Dakota, Tennessee and Wyoming. 

The affirmative answers are from only fourteen, 
as follows: California, Colorado, Illinois, Maryland, 
Massachusetts, Michigan, New York, Oregon, 
Pennsylvania, South Carolina, Texas and Virginia. 

In New York a number of excellent papers have 
appeared in the journals, and the State Cancer 
Laboratory has issued literature from time to time. 


In an address on The Increase of Cancer, before 
the Southern Surgical and Gynecological Associa- 
tion, December, 1909, Coley gave many valuable 
statistics from this and other countries. He states 
in conclusion that “A great mass of evidence, based 
upon vital statistics, shows a well-marked and 
steady increase in cancer in practically every civi- 
lized country. Without any further increase the 
present death rate is appalling. Furthermore, the 
actual death rate is much higher than the known 
rate.” 

In Colorado, Grant has recently published an ex- 


cellent article entitled “Is Cancer on the Increase?” 


Saunders and Eskridge, of Texas, have both pub- 
lished in the State Journal of July, 1910, papers on 
the cancer question. 

In Oregon, the subject was presented recently for 
the first time by Peterson before the State Society. 

The California State Medical Society at its last 
meeting appointed a Committee on Cancer, author- 
ized to prepare and distribute 100,000 pamphlets 
for the public. 

Massachusetts reports a number of papers read 
before the State Society, and also what is of the 
greatest importance, a few public lectures on Sat- 
urday nights and Sunday afternoons at the Harvard 
Medical School. 

Pennsylvania has probably done the best work 
of any State in the Union. The State Medical So- 
ciety, through its Committee on Public Instruction, 
has had a number of interesting articles in the pub- 
lic press. Dr. John G. Clark is the leading spirit in 
this work. A number of important papers on 
cancer has been presented by medical men of that 
State, notably Dr. McGlynn. 

Under the title of “Health Bulletin for the Amer- 
ican Readers,” the Baltimore American published 
both in 1909 and 1910 most instructive papers on 
cancer prepared by the Medical and Surgical Fra- 
ternity of Maryland. This bulletin gives a simple 


and clear description of the disease, its nature and 
prevalence, causes and treatment, both preventive 
and curative. 

As far as I can learn, the only State Boards of 
Health that have taken up this question are those 
of Illinois, which has touched on the subject 
twice in its Bulletin, and of Michigan, which has 
devoted one entire number of. its quarterly publi- 
cation to “Cancer and How It May Be Cured.” 

This pamphlet furnishes in a concise and at- 
tractive form the best literature I have yet seen on 
the subject written especially for the public. It is 
divided into six paragraphs with the following 
headings: I—Cancer is Curable; II—Have Opera- 
tions Failed to Cure? I1I—What is Cancer? IV— 
Cancer in Michigan; V—When to Suspect Cancer 
and What to Do; VI—Some Facts relating to Can- 
cer Outside of Michigan. 

I have no doubt that the deep interest in this sub- 
ject shown by Dr. Carsten, of Detroit, had much to 
do with the issuing of the Board of Health pamphlet. 

In our own State, Dr. Harnsberger has written 
two strong papers on the subject, in the latter of 
which he urges the formation of a Cancer Associa- 
tion in Virginia. 

I am glad to be able to announce that the Nor- 
folk, Va., Health Department has given serious 
thought to cancer education and will, in a short 
time, issue literature for the public. 

Since hearing a paper by Dr. Taylor, of Rich- 
mond, read before the Virginia State Society two 
years ago, I have been deeply interested in the sub- 
ject of the education of the public on the cancer 
problem, and have presented it before the Seaboard 
Medical Association, the Tri-State Medical Asso- 
ciation, the North and South Carolina State socie- 
ties, and also two of our local societies. In prepar- 
ing this present report, I have drawn freely from 
my former papers and from papers written by 
others. 

My Seaboard Association paper, being a Presi- 
dent’s address, was read before the public, and 
gave me the unusual opportunity of impressing 
upon many of our citizens the vital facts in cancer 
education. 

Before the Tri-State Association, I. gave a re- 
view of some of the existing literature, and asked 
for the appointment of a committee on Cancer 
Education. This committee later was appointed, 
and its members have been doing some effective 
work. 

In the South Carolina societies’ paper, I laid 
stress on the harm done through the advertising 
quacks, especially on account of the loss of precious 
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time entailed, and gave a description of a number 
of quack treatments that have been exposed 
through the agency of the American Medical As- 
sociation and the United States Government. 

The North Carolina Association paper was a 
brief review of the whole subject. 

There is now nothing specially new to present, 
the chief object of this paper being to show what 
little is being done in cancer education, and what 
a splendid field it offers for productive work, and 
to further interest the members of the profession 
on this vital question. 

The education of the public on tuberculosis has 
borne such abundant fruit, that the profession 
should be stimulated to take up the question of 
cancer, which subject shows itself to be not only 
a most neglected one, but one which offers the 
greatest possible opportunities for splendid re- 
sults, 

It is well to bear in mind that cancer tissue is 
not an extraneous substance, but is simply a pro- 
liferation of some of the existing cell of the 
body, “normal tissue gone wild, running amuck,” 
as has been most aptly suggested by a former 
writer. There is but little doubt that in most cases 
this proliferation is due to irritation of some kind. 
The rational principle then in the prevention of can- 
cer is to remove the source of irritation or the irri- 
table part. : 

It is a well known fact, even to the layman, that 
a wart or mole of the scalp, from the frequent use 
of comb and brush is prone to a rapid increase in 
size. The same applies to such growths on face, 
trunk or limbs, where from picking of the fingers, 
or rubbing of the clothes, irritation and growth 
are produced. All such conditions should be 
promptly removed, by the knife, cautery or caustic. 

The same rule of extirpation should apply to all 
tumors, however small. 

Tumors of the breast are the most prone to be- 
come malignant. According to Judd, 85 per cent. 
of such growths are malignant, and of the remain- 
ing 15 per cent., half will become so if the women 
live long enough. 

It needs no argument to persuade a sensible man 
therefore, that every tumor of the breast should be 
promptly excised, and examined microscopically. If 
found to be malignant, a radical operation must be 
performed to get rid of all infected parts. 

Of late the surgeon is turning his attention to 
the stomach, gall-bladder and intestines. This will 
not only prevent much cancer development, but it 
will stimulate the medical men to pay more and 
more attention to the digestive organs. 


This is, of course, a very broad field, and will, if 
followed, lead to many urgent reforms in the mode 
of living of our people, especially in the rural dis- 
tricts. The neglect and reckless destruction of the 
teeth is a subject which needs urgent attention. 
Dentists should “> encouraged to look after the 
country sections, and the members of the medical 
profession should agree never to extract a tooth that 
can be saved. People with plate teeth cannot chew, 
and the bolting of heavy unmasticated food, leads 
to all kinds of digestive troubles and eventually, in 
many instances, to cancer. The use of the stomach 
tube, proper dieting, and especially light suppers, 
will do much along these lines. 

The worst feature of neglect in connection with 
digestion, is in the usual care of children. It is 
well-nigh horrifying to see babies from six months 
old up, eating the heaviest, greasiest and most un- 
wholesome of foods. If this state of affairs, which 
unfortunately extends only too widely, still con- 
tinues, we may well fear for the physical well being 
of the coming generation. 

The present day surgeon is so well versed in the 
necessity of prompt operation in stomach ulcer, 
gall stones, renal and vesical calculus and kindred 
diseases, that it is necessary only to mention them 
as vitally important in the prevention of cancer in 
these various organs. 

Open sores, sinuses, bone diseases and ulcers or 
various kinds should be looked upon as inviting the 
cancer process, and should, therefore, be summarily 
dealt with. 

Ulcer of the lip deserves more than passing no- 
tice. It should be promptly treated, and if at all 
persistent, thoroughly excised. If malignant, the 
glands must also be removed. 

Our best field for good work, and in which there 
is the most neglect, is in gynecology. 

Every man who does surgical work, can recall 
numbers of cases of advanced cancer of the cervix, 
a condition beyond help and hope, and many of 
them in comparatively young women. These cases 
are a disgrace to our profession, since practically 
all of them are preventable or curable if taken in 
time. 

Our women need: educating, and our doctors 
need it almost as badly. Women must be taught to 
fear leucorrhoea, menorrhagia and metrorrhagia. 
If they have pain, they are prompt enough to apply 
for relief, but unfortunately, cancer and the condi- 
tions leading to it are too often devoid of pain. 

Every woman who bears a child is, more or less, 
lacerated. Various causes, such as anemia, hard 
work, uncleanliness, etc., prevent the healing over 
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of the raw surfaces. If such an ulcer existed on 


the hand or face, the patient would not rest until 
it was cured. On the cervix these ulcers often 
exist for months and years, although much more 
dangerous than on the outside of the body. Cervi- 
cal ulcers can be easily healed by douches and sim- 
ple local applications, such as nitrate of silver, 
peroxide of hydrogen, etc. If they do not heal 
promptly, operation, more or less radical, should be 
performed. Endometritis, fibroid tumors, and ova- 
rian diseases should all be radically treated to pre- 
vent the development of cancer. 

The trouble with our women is that they do not 
realize the danger of their condition, and even if 
they do, their natural modesty often prevents their 
applying for the needed relief. 

The fault lies largely with the profession. We 
should instruct and educate the women along these 
vital lines. We should question them closely, espe- 
cially after confinement, and urge examinations 
more frequently than we do. 

One of the chief obstacles in the way of this 
work is the lack of women assistants at the doc- 
tor’s offices. Every physician should have an office 
hour, at least twice a week, for the treatment of 
uterine cases, and at that time, provide a woman 
assistant. 

The question of cancer education is a burning 
one. The profession of this country has put it off 
only too long. The public is in dense ignorance, 
and the profession itself, as a whole, is not as well 
informed as it should be. 

Scientists the world over, have been for years 
laboring unceasingly to discover a cure for cancer, 
and have made reports from time to time of an 
encouraging nature. No doubt, after a while, a 
serum will be developed, which will be a specific 
for cancer in all its stages. How long this will 
take no one knows. In the meantime the disease is 
steadily increasing, and a multitude of valuable 
lives are being sacrificed—lives that might be saved 
if a proper understanding of the subject existed in 
the minds of the people. 

The fact that there is in practically all cancer a 
precancerous or early cancerous stage, in which the 
disease is entirely local, and can, therefore, be com- 
pletely eradicated, is one that should be impressed 
strongly upon the general practitioner. 

I would advocate a campaign such as has been 
carried on by Prof. Winter in Germany, consisting 


of literature to the profession, circulars to the pub- © 


lic distributed through clinics and health boards, 
and judicious articles in the public press. 
By thus stirring up the doctors and the public, 


a very large number of cases of preventable cancer 
will be brought to light, and a larger proportion will 
apply for relief, in which the cancer is still a local 
curable affection, that may be completely and per- 
manently eradicated. 

I believe that the time is full ripe for a general 
movement toward educating the people and the pro- 
fession, on this most important and vital matter. 


GASTRIC SYMPTOMS FROM THE SUR- 
GEON’S VIEWPOINT. 
Louis Frank, M.D., 


Professor of Abdominal Surgery and Gynecology, Uni- 
versity of Louisville, Medical Department. 
LOUISVILLE, KY. 


The terms dyspepsia and indigestion cover a very 
varied pathology, and they convey no definite no- 
tion from either the standpoint of symptomatology 
or that of etiology or pathologic change. Time was 
when the profession considered dyspepsia an entity, 
explaining its cause upon the basis of disturbed or 
altered secretory function of the stomach. To-day 
this conception no longer holds, and our physiologi- 
cal studies and observations in the operating room 
enabling us to compare operative findings and case 
histories have completely upset those opinions based 
upon incomplete knowledge and study. Among the 
laity, however, there continues to prevail the belief 
that all gastric distress is due to a single cause, and 
we find this belief played upon by the vendors of 
nostrums, as witness the advertising columns of 
many newspapers and magazines. This belief and 
credulity are also exploited by the manufacturers of 
many foodstuffs put upon the market under patent 
and trade names. The profession itself is largely 
to blame for this, and these beliefs will be prevalent 
until we give greater attention generally to patients 
who come with complaints referable to the digestive 
tract. The education of the public and the profes- 
sion at large as to the meaning and import of 
dyspeptic symptoms will rest, just as it did in regard 
to appendicitis, largely upon the surgeon. 

Some twelve or fifteen years ago I called attention 
to this and have ever since in a small way endeav- 
ored, and with some little success, I think, to im- 
press the necessity of giving these patients, no 
matter how slight the disturbances of digestion, a 
thorough and complete examination, to insist upon 
a complete history and upon the value of a compre- 
hensive laboratory investigation of blood, excretions 
and the stomach contents. . 

I believe that there are comparatively few cases of 
functional stomach disturbances, and maintain that 
most of the so-called functional diseases of this or- 
gan are due to actual change dependent upon lesions 
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previously present in the viscus or to present or pre- 
existent pathology of other organs. If we are to 
class every case of motor insufficiency or gastric 
dilatation or hyperacidity as a functional disturbance 
per se, then there will be many. 

The stomach tube and gastric analysis have been 
marked steps in the development of diagnosis, and 
practitioners are no longer content to make diag- 
noses after a few interrogatories nor to prescribe 
for dyspeptics without having first made a gastric 
analysis. The stomach specialists should go a step 
further, however, and insist upon physical exami- 
nations not only of the epigastric region, but of 
the entire abdomen and pelvis, of the urine and the 
blood and the stool, and above all must they im- 
press again and again the necessity and the 
value of the previous medical history and of the 
study of the sequence and relation of the symptoms. 

The embryologic origin of the structures con- 
cerned in the process of food assimilation, the close 
anatomic relationship and the physiologic interde- 
pendence of these organs readily explain the great 
frequency of digestive disturbances in disease in 
any portion of this system and the liability of at- 
tributing the symptoms to stomach disturbances 
unless these factors are borne in mind. The an- 
atomic proximity and nerve supply of the organs 
within the abdominal cavity are such that though 
not connected physiologically with the digestive 
tract gastric disturbances would also be possible 
and likely in the event of disease of any of them. 
We know with what frequency vomiting and al- 
terations in stomach function ensue as the result 
of hepatic disease, notably cirrhosis, and also of 
Bright’s disease, yet even these are at times over- 
looked and the stomach is treated for functional 
disturbance. I have had cases of cirrhosis of the 
liver referred with the diagnosis of gastric ulcer. 
I have had patients with tabetic crises and with 
Bright’s disease sent to me upon presumption of 
existing pyloric obstruction. It is not always easy 
to differentiate and make a correct diagnosis, but 
the point that we would make is that the possible 
causative factors should never be lost sight of and 
that these individuals must be given the attention 
and the careful examination which a recognition of 
the multiple causes of disturbed gastric symptoms 
demands. 

In a study of the diseases of the stomach we are 
at once impressed with the text-book citation of 


pathognomonic signs and with the tendency not to - 


recognize conditions or changes going on until these 
signs present themselves. As has been so often said 
by others, and as cannot be too frequently repeated. 


the chapters of disease of the stomach and the up- 
per digestive tract should be entirely rewritten. It 
must also be definitely understood and finally com- 
prehended that those symptoms that are demanded 
in order to make a diagnosis are symptoms of ad- 
vanced disease or of sequelz and complications due 
to a spreading and complicating pathology or are 
terminal in their character. This is notably true 
with reference to carcinoma ventriculi, with ulcer, 
with gall-bladder disease and disease of the 
pancreas. 

There is scarcely a text-book which does not 
mention pain, hemorrhage and tumor as the symp- 
toms and sign of prominence, and as the ones to 
which greatest weight is given in the diagnosis of 
carcinoma. These, as we know, are late symptoms. 
just as are cachexia and anemia. The early symp- 
toms are those of a mild indigestion, so-called, ex- 
tending over a number of years, and are to be 
attributed and connected in over 65 per ecnt. of the 
cases of cancer with presence of chronic ulcer. The 
least obstruction to the outflow of gastric contents, 
the slightest amount of food retention in the stom- 
ach should at once awaken a suspicion of cancer 
as a cause. This suspicion becomes stronger with 
a continuation of the symptoms; and often it can 
be disproven or cleared up only by an exploration. 

I have the greatest respect and appreciate fully 
and completely the extreme value of laboratory 
methods. I am an ardent advocate of laboratory 
examinations and I recognize fully the great aid 
which has been rendered us in the matter of diag- 
nosis by these methods, but I believe that too much 
faith has in many instances been pinned to the 
laboratory report, and this is notably true in con- 
nection with the diagnosis of gastric carcinoma. 
Hypo- and achlorhydria, the lactic acid, and the 
Oppler-Boas bacillus are, when present, which is 
by no means constant, indicative of far advanced 
disease and of such extensive involvement as usu- 
ally precludes surgical relief. In my own expe- 
rience with a number of cases of gastric carcinoma 
classical laboratory findings have been present but 
rarely, and even in advanced cases these findings 
have not been always in accord with the text-book 
statements in this respect. I have also observed 
hyperchlorhydria in advanced carcinoma. Labora- 
tory findings must always be considered in conjunc- 
tion with the history and with the physical exami- 
nation, and when considered alone they do not in 
any instance deserve the reliance which some of 
our confréres would have us place upon them. 

Not infrequently chronic ulcers may be mis- 
taken for malignant disease; there may present 
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upon physical examination a large tumor, they may 
present upon gastric analysis absence of hydro- 
chloric acid, there may be present marked and al- 
most complete pyloric obstruction with gastric dila- 
tation and food retention. Emaciation may be 
present to a marked degree. * Anemia becomes 
clearly evident and the patient is frequently dis- 
couraged by his physician from the idea of seeking 
relief, the diagnosis being inoperable carcinoma. 

I would not be understood as implying or ex- 
pressing the opinion that a differential diagnosis 
can always be made, but I do wish to convey the 
conviction that in the absence of a positive diag- 
nosis or even in the presence of such a diagnosis 
exploration may reveal the fact that temporary or 
complete relief can be given in quite a number of 
instances. 

Preventive surgery, and especially as it concerns 
cancer, is as much our duty as is preventive medi- 
cine, and a careful study and an appreciation of the 
symptoms which precede carcinoma in so many 
cases of gastric cancer will do much to lessen the 
mortality from this disease. 

The statistics of Mayo and of Moynihan show- 
ing so positively the engraftment of malignancy 
upon chronic ulceration, it behooves us to study 
more carefully the symptoms of chronic ulceration 
and by removal of the ulcer-bearing area to pre- 
vent this degeneration. Symptoms of chronic 
ulceration have received comparatively little atten- 
tion at the hands of the profession at large, gastric 
ulcer having associated with it always the idea of 
hemorrhage. As a matter of fact visible hemor- 
rhage, either in the vomitus or in the stool, is ab- 
sent in most instances, the diagnosis depending not 
upon the symptom but upon the anamnesis of the 
patient and the chronicity of the complaint. The 
regular recurrence of digestive disturbance is very 
characteristic; the relation of pain and discomfort 
to the taking of food is of utmost value in the rec- 
ognition of the disease. Here again the laboratory 
findings are of little or no value. 

Early in disease of the biliary tract the symp- 
toms referred to the stomach are the most marked. 
These symptoms consist of pain, eructations, vomit- 
ing; and my observation has been that these cases, 
in the absence of acute infection with pericholesys- 
tic peritonitis, or in the absence of the escape of a 
calculus into the common duct, are looked upon as 
indigestion. Many of these patients are treated 
for hyperchlorhydria, just as are so many indi- 
viduals suffering from chronic lesions about the 
appendix. The diagnosis of gall-bladder disease is 
not difficult if one bear in mind the incidence of 


symptoms with reference to the taking of food. 
Here, as in cancer and in ulcer of the stomach, the 
classical signs, so-called, are the signs of progres- 
sion and extension of the disease. Gall-bladder or 
biliary colic and jaundice are, in the minds of many, 
the sine qua non for a diagnosis. I have never been 
able to understand why jaundice is demanded be- 
fore a diagnosis is made; why a stone should be 
permitted to engage in the duct in order to awaken 
one to the recognition of its presence in the gall 
passage. There must be a proper appreciation of 
the possibilities of a grave disease latent in the 
sufferer from the very mildest dyspepsia, and until 
this is recognized and until we are awake to these 
possibilities, just so long will we make errors in 
diagnosis, and just so long will we wonder why 
many men see such a number of gall-bladder dis- 
eases and why there are so few in our own practice. 

To quote from Mumford, some clear-headed sur- 
geon has said: “If you have a patient who has 
suffered for two years from a chronic dyspepsia, 
unrelieved by internal treatment, you may fairly 
say that his case is probably a surgical one, and that 
relief may be found from an operation upon one of 
the five organs—the stomach, the pancreas, the bile 
passages, the kidney, or the appendix.” This would 
rather make a good card motto, but I believe that 
the time should not be so long as two years. 

The occurrence of Dietl’s crises in nephroptosis, 
vomiting and suspended intestinal function with 
nephritic colic of a severe character, would be suffi- 
cient, I think, to call attention to the probability of 
milder disturbances connected with the digestive 
tract, reflex in their character, in conjunction with 
all kidney lesions, and this possibility should also 
never be lost sight of. 

My experience in abdominal surgery has been 
only that of other surgeons in this work. It has 
been said, and particularly in connection with pa- 
thology of the upper abdomen, that the possibilities 
of pathology of the stomach, gall-bladder and pan- 
creas should never be overlooked. This has been so 
impressed upon me in recent years with those 
patients suffering from dyspepsia, and I have so 
frequently seen perigastric adhesions, pyloric ob- 
struction, cicatrices in the stomach walls and angu- 
lation of the upper duodenum in connection with 
gall-bladder disease, that I have begun to doubt alt 
cases diagnosticated as functional disturbances and 
to look upon these cases as being most likely surgi- 
cal in character. 

Many of these questions can be cleared up, and 
the diseases of the upper abdomen giving rise to 
gastric disturbances clearly understood from a 
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symptomatic standpoint, only by complete co-opera- 
tion between the general practitioner, the gastric 
specialist and the surgeon; and I wish to impress 
upon the minds of my readers the necessity for a 
most careful physical examination of all dyspeptics, 
and for a complete anamnesis, and to urge the 
probability of the case being surgical in character. 
Again with Mumford, let me say that “you will do 
well in all such cases to remember that surgery may 
be your resort, not tardily and rarely, but promptly 
and frequently. Early operations on these stomachs 
is safe, easy, and effective; late operations may be 
dangerous, difficult, and futile.” And I might add 
that the same statement holds true with equal if 
not greater force with the gall-bladder, pancreas, 
kidney, appendix, and even the uterus. 
400 THE ATHERTON. 


ON CERTAIN TUMORS OF THE JAW 
OCCURRING MOST FREQUENTLY 
IN THE NEGRO.* 
W. F. WEstMorELAND, M.D., 


Professor of the Principals of Surgery and of Clinical 
Surgery, Atlanta College of Physicians and Sur- 
geons; Surgeon to Grady and St. Joseph’s 
Hospitals; President of Georgia State 
Board of Health. 


ATLANTA, GA. 


I am presenting here the pictures of a type of 
tumor which has practically disappeared, so far 
as my clinical experience goes; and upon inquiry 
I do not hear of it appearing in the hands of my 
associates. I have not seen one of these tumors 
in years. 

This type of tumor seems to have occurred al- 
most exclusively in the negro. In_ thirty-eight 
cases operated upon by my father, only one was in 
a white. In the five cases occurring under my ob- 
servation, all were in the negro. Among us these 
cases were known as fiber-cystic tumor. This title 
very closely described the gross clinical appearance 
of the growth. 

In reviewing the literature of this subject, I am 
not able to place the tumor, though it seems to 
conform more closely to the species of follicular 
odontoma of the genus odontomata in “Bland-Sut- 
ton’s Classification” than to any other described 
type. I would class it as an anomalous form of 
this species, and I should judge that it belongs to 
the follicular rather than the epithelial odontoma, 
through the fact that these growths have never 
shown malignancy, while the epithelial type occa- 

~sionally does. 


'* Read before the Southern Surgical and Gynecological Asso- 
ciation, December 13-15, 1914. 


Unfortunately, these tumors occurred at a period 
when we had no facilities in our section to have 
a histological examination of them made. I had 
a few beautiful dried specimens of these tumors, 
and pictures of several more cases, and I have been 
waiting for years for another case to secure a 
proper microscopical examination, but they seem 
to have completely disappeared. In the meantime 
the specimens and most of the pictures have been 
accidentally destroyed. I think that the disappear- 
ance of these tumors is due to early and better den- 
tistry, and to the further fact that the negro is fast 
losing his superstitious ideas in regard to opera- 
tions and consents to them at an earlier date. 

These cases always gave a history of a benign 
tumor of slow, even growth over a long period of 
years, without pain or constitutional reaction. The 
only complaint was of the unsightly deformity and 
the local discomfort, plus the local physical incon- 
veniences, particularly in talking and masticating. 

Clinically, the tumors present a uniformly well- 
rounded mass, the surface of which feels hard and 
dense to the touch. Firm pressure upon the tumor 
with the fingers will always at some point elicit a 
distinct crackle. This is charateristic and is in a 
way diagnostic, though not differentially so, as it 
occurs in other species of odontomata. 

A fresh section shows a complete capsule of 
bone, usually thin, but of irregular thickness, con- 
taining an aggregation of irregular cysts, varying 
greatly in size, which are more or less separated 
by very thin bony walls. These cysts contain 
fibrous tissue and fluid in varying quantities, and 
the fluid and tissue occurs in varying proportions. 
At least one tooth in varying degrees of develop- 
ment is found in the mass. 

The dried specimen presents a tumor “that ap- 
pears to have developed within the bone, which it 
has expanded into a thin envelope of compact bony 
tissue completely clothing its exterior, thin enough 
to crackle on firm pressure from the fingers.” The 
interior contains innumerable cells of varying sizes, 
separated more or less by septa composed of even 
thinner bone than occurs in the wall. ‘Somewhere 
in the tumor are one or two teeth which will rat- 
tle when the specimen is shaken. 

Frequently the bone of the septa, and even parts 
of the surface, are no thicker than thin parch- 
ment paper, and occasionally they are even more 
translucent. 

It has occurred to me, in the examination of the 
few fresh specimens I have had that the slower 
the growth the larger is the proportion of fibrous 
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tissue,—an illustration of the usual rule of “spe- 
cific tissue reaction” and the formation of fibrous 
tissue around foreign bodies, or in front of slowly 
progressing specific irritants. 

This is probably responsible for the tumor ap- 
parently growing away from the type it would 


otherwise represent, if seen in its earlier stages. 

In a research of the literature of these tumors 
of the jaw, which up toa few years ago was classi- 
fied under the generic term of “dentigerous cysts,” 
the essayist probably will have had the same trouble 
as myself, seeing the growths in their later devel- 


opment, and being unable to properly classify them. 
But in the negro one fact seems to be true, and 
that is no matter what the original type, the later 
development is always along the same line. 

In fact, these nondescript tumors would appear 
to have no literature. In none of the special works 


on tumors nor in any of the systems of surgery I 
have examined, have I found a description of this 
type. A careful examination of Heath’s cases does 
not show one. 

In tracing the literature of so elusive a subject 
as tumor types, one gleans many interesting and 


surprising facts, and runs across quaint bits of 
writing and queer conceits. In reviewing some in- 
teresting cases of tumor of the jaw, in an old 
book, Eve’s “Surgical Cases,” a collection of re- 
markable cases in surgery, published in 1857, I had 
it graphically recalled to my attention how early 


excisions of the jaw had been done and that this 
procedure was practically the first operation of a 
backwood’s physician. In a section of this work, 
“Affections of the Jaw,” Eve reviews the history 
of these operations, in order to establish the prior- 
ity of Dr. Deaderick’s operation. It was interest- 
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ing reading to me, and a few quotations may prove 
of equal interest to others. 

Eve criticises Professor Blackman, of Cincin- 
nati, who, in the fourth edition of Velpeau’s Surg- 
ery, by Mott and himself, had given the credit to 
a European, and he begins as follows: “We regret 
to find that one so well versed in surgical litera- 
ture as the author of the article is known to be, 
ignores the deed of his own countryman, the back- 
wood’s Tennesseean, Dr. Deaderick, of Athens, 
formerly of Rogersville, in the State (Tennessee), 
and gives the credit of the first methodical opera- 
tion on the lower jaw to Dupuytren, of Paris.” 

Eve gives the letter of Doctor Deaderick, from 
which I quote: “With the exception of the removal 


of a trivial tumor from the face, the excision of 
nearly one-half of the inferior maxillary bone from 
a lad of about 14 years of age, was my first opera- 
tion upon living subject (performed February 6, 
ae From the rapid increase of the 
tumor, which now filled nearly the whole mouth, 
it was evident that unless relieved the patient at 
no distant day would succumb from impeded res- 
piration and deglutition. The parties most con- 
corned (mother and son) being conscious of this, 
and willing to exonerate me from censure in the 
event of an unsuccessful issue, without known 
precedent or professional council or aid (which at 
that day was not readily attainable), I forewith, 
at my own house, performed the operation in the 
manner and form described in the American Medi- 
cal Recorder (6th Vol., if not mistaken) and Gib- 
‘son’s Surgery. . . . Suffice it to say that in 
about six weeks the patient had completely recov- 
ered.” Date of letter, 1822. 

Eve closes as follows: “We add that Dr. Deader- 


ick still lives to wear his honors meekly which he 
so gloriously won in his early professional career ; 
this he abandoned, however, years ago—that he 
was a pupil of the celebrated anatomist, Dr. Wis- 
tar, and attended two full courses of lectures in 
Philadelphia. From the facts, then before us, we 
deduce the following conclusions regarding the 
history of operations upon the lower jaw: Ist. 
Dr. Wm. H. Deaderick, of Tennessee, first ex- 
sected a portion of the inferior maxilla. His op- 
eration dates the 6th of February, 1810, and was 
for a tumor of the bone, in a patient aged four- 
teen years. He fully recovered. 2nd. In 1812, 
Dupuytren performed a similar operation. 

I shall not tire you with a long report of these 


cases, as they are illustrated, but shall brief them 
to a summary of their salient features. 


Case I. S. W. Female. Colored. Age 69 
years. Rather thin, but well preserved and in ex- 
cellent health ; thinks the tumor began about twenty 
or twenty-five years ago, about as definite as the 
“darky” ever is. 

The tumor in this case was a very large one, 
practically filling the mouth “and running over.” 
The patient fed herself by pushing her food over 
the tumor with her fingers. Her lips and cheeks 
were enormously stretched by the forward and up- 
ward growth of the tumor, the mass occupied the 
whole of the symphysis and body of the lower jaw 
to the foramen on one side and to near the ramus 
on the other. The tumor gave the appearance of 
the portion of the bone having evenly expanded into 
an oval mass. There was characteristic parchment- 
like crackle on firm pressure. One molar tooth re- 
mained on the mass. There was no pain, nor had 
there ever been, though there was marked physi- 
cal inconvenience, from interference with articula- 
tion and deglutition. The tumor was removed 
without difficulty. The lips were so stretched that 
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there was no need of an incision through the icwer 
lip. It was simply peeled down from the tumor; 
this brought it into full view and gave ample room 
to dissect away the other soft structures. The in- 
ferior maxilla was sufficiently exposed for a sec- 
tion of it on either side of the mass. The applica- 
tion of a few strips of adhesive plaster, applied to 
the chin and cheeks, to prevent sagging, and to 
preserve the proper conformation of the face, and 
a piece of gauze loosely packed in the cavity com- 
pleted the operation. There was little hemorrhage 
and no shock. The patient made an uneventful re- 
covery without temperature. 

This case presents another feature of interest 
peculiar to negroes, and illustrates their trend to 
superstitious beliefs. 

This darky was of the old type of “colored 
mammy” now fast disappearing. Seven years be- 
fore she was finally operated on, she attended my 
clinic and was assigned for operation. She was on 
hand at the appointed time; she called me aside, 
and putting her hand on my arm, she looked me in 


the eyes earnestly for a moment and said: “Honey, 
I dreamed last night dat if you cut dis now, I would 
sho die, but ef I waited seven years, an’ dis here 
don't kill me, den yer cuttin’ me won’t hurt. Now, 
bless the Lord, honey, I want you to let me off, 
and I'll sho be back in seven years if the good 
Lord spares me.” The clinical record shows she 
kept faith. She was back in seven years to the 
day. Had I operated on her while her mental atti- 
tude toward the operation was influenced by the 
dream, the chances are she would have died. 

Case II. J. H., male, colored age 39 years. History 
and symptoms similar to the previous case. The 
patient put the period of growth at about twenty 
years: Same slowly growing, painless, benign type. 
In this case the direction of the greatest growth 
was backward and downward, pushing back the 
tongue, and it was with the greatest difficulty that 
the man could speak a few words intelligibly. 

In this case the lower lip was split by an incision 
down the median line, over the chin, and the flaps 
were dissected back from either side. The dissec- 
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tion of the soft structure was more difficult, the 
anterior muscles of the tongue and throat being 
attached to the tumor. When the inferior maxilla 
was resected and the tumor removed, it was found 
that the patient had lost control of his tongue. I 
passed a stout silk thread through the tongue and 
knotted the ends and had an assistant control it. 
When the patient had recovered from the anes- 
thesia, he could soon use the thread and keep his 
tongue from falling back himself. In a few days 
the muscles formed sufficient attachment for the 
control of his tongue without artificial aid, and 
the thread was removed. There was little hemor- 
rhage, no shock, and the patient made an unevent- 
ful recovery. 

Case III. The white man whose pictures are 
shown, is the one previously mentioned as the only 
case my father had seen in a white man. This 
man had received an injury to the tumor and as 
can be seen in the picture, part of the tumor has 
broken down and ulcerated. This case made an 
uneventful recovery. I am not familiar with the 
details, as the operation was before my day. 

Case IV. W. S., male, colored, age 10 years. 
Before the operation this tumor was thought to be 
of the same type as Cases I and II, but the opera- 
tion showed it to be purely fibrous. It occupied 
such an extensive area that it could not be entirely 
removed. The tumor returned and soon filled the 
operative area. The patient returned home and 
I did not see him again. 

Several years afterward I heard that the tumor 
had continued to grow until it was much larger, 
and that the patient had died of some intercur- 
rent disease. 
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A Symposium ON SYPHILIS. 


The January issue of the Interstate Medical Jour- 
nal will be devoted to a symposium on Syphilis. 

Among the articles will be the following: 

“The Influence of Syphilis on Civilization,” Wm. 
Osler, Oxford University; “Present Status of the 
‘Noguchi Test,’ ” Hidego Noguchi, New York; “On 
the Means of Finding the Spirochaeta Pallida, with 
Special Reference to the India Ink Method,” J. S. 
Cohn, Chicago; “The History and Methods of Ap- 
plication of Ehrlich’s Dioxydiamido-arseno-benzol,” 


_ (From the Royal Institute for Experimental Thera- 


peutics), Lewis Hart Marks, Frankfort, a/m.; “Re- 
cent Progress in the Treatment of Syphilis,” H. 
Hallopeau, Paris. There will also be four critical 
reviews of recent literature in collective form. 


THE DIAGNOSIS OF OBSCURE CASES OF 
APPENDICITIS, WITH ESPECIAL REF- 
ERENCE TO “PROTECTIVE AP- 
PENDICITIS” (MORRIS). 

Mack Rocers, M.D. 
Surgeon to Hillman Hospital. 
BIRMINGHAM, ALA. 


The condition known as appendicitis was first 
cleasly recognized and accurately described by 
Fitz, of Boston, in 1886, and the American pro- 
fession has been largely instrumental in working 
out the various problems of its diayosis and 
treatment. 

The frequency of the disease is shown by the 
fact that, according to good authority, it is the 
cause of one out of every fifty deaths, and the 
hospital records show that it is responsible for 
from one-fifth to one-fourth of all the operations 
performed in them. 

The laity thinks appendicitis is increasing, but 
this, of course, is not so. This notion arises from 
the fact that the disease is now correctly diag- 
nosed, whereas formerly it was called gastritis, 
peritonitis and inflammation of the bowels. 

This is forcefully illustrated by a story told 
by a physician who was taking a post-graduate 
course in New York City in 1878. He saw a case 
treated in one of the hospital wards, first for gas- 
tritis, then for peritonitis, and finally for a locked 
bowel. When the autopsy was made, the pa- 
thologist commented on the fact that the inflam- 
mation had been so severe that the appendix had 
actually sloughed off. Two years later, while in 
private practice, this same physician saw another 
case die, with similar symptoms, and before mak- 
ing the autopsy he remarked to his colleagues 
that he was certain that they would find the ap- 
pendix gangrenous and sloughing, and such, of 
course, proved to be the case. In neither instance, 
however, did it occur to any of these physicians 
that the appendix was primarily responsible for 
the trouble. It is difficult for us to-day to un- 
derstand how a disease which was so frequent 
could have escaped recognition by clinicians of 
the past who were justly noted for the accuracy 
of their observations. The explanation is, I be- 
lieve, to be found in the fact that the pathology 
and symptoms originated in an organ without 
function, and hence did not give symptoms 
strictly its own, but rather manifested itself by 
reflex action upon organs whose functions were 
well known, and these reflex symptoms were mis- 
construed as originating from these organs 


*Read before the Surgical Section of the Medical Association of 
Alabama, April, 1910. 
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themselves. These observations were confirmed 
by the occasional post-mortem findings, where 
the secondary infections and complications so 
obscured the original lesion that it was entirely 
overlooked. 

These same statements may be applied at the 
present time to a large group of cases that are 
constantly going the rounds of all the doctors and 
health resorts, seeking relief from chronic gas- 
tric or intestinal indigestion, anorexia, nausea, 
dyspepsia, constipation, “wind-colic,” “bilious- 
colic,” “neuralgia of the bowels,” soreness in the 
lower part of the stomach, soreness and even 
tenderness of the left side, palpitation and ir- 
regularity of the heart action, insomnia, fre- 
quency of micturition, dysmenofrhea, headache, 
backache and symptoms of autoinfection. 

All these, and a host of other reflex symptoms 
of this disease, will be found when one keeps a 
strict record of the symptomatology of all his 
appendix cases. And, just as they failed a few 
years ago to recognize those cases that are now 
bold and manifest to us, so are we, at the pres- 
ent time, constantly overlooking these cases that 
are obscure. 

They are obscure because the symptoms they 
present are not generally recognized as caused 
by, and pointing directly to, a diseased appendix, 
but are rather symptoms common to a number of 
diseases. Therefore it is only by close observa- 
tion, careful comparison and judicious elimination, 
that we are enabled to arrive at an opinion that jus- 
tifies operative intervention. 

There is now no doubt that a large number of 
cases of chronic indigestion, colic, and hypochron- 
driasis is due directly to a diseased appendix. 

Dr. C. H. Mayo has said that a large number 
of their gall-stone cases is selected from those 
who apply for relief from digestive disturbances. 

I will paraphrase that statement by saying that 
a large number of my appendix cases is selected 
from among those who apply for relief from 
other ailments. 

In order that we may understand the clinical 
course pursued by different cases of appendicitis, 
it is necessary for us to know the pathological 
condition upon which they depend. It therefore 
follows that some classification of the disease is 
necessary. Dr. Robert T. Morris, of New York 
City, has recently given us the following classi- 
fication : 

I.—Protective Appendicitis. 

II.—Congestive Appendicitis. 

III.—Intrinsic Infective Appendicitis. 

IV.—Extrinsic Infective Appendicitis. 


This classification is a fairly good one, I be- 
lieve, in the present state of our knowledge of 
the pathology of this disease. 


I. Protective Appendicitis. Appendicitis ob- 


literans and fibroid appendicitis all mean the 
same thing. It is an irritative but non-infective 
lesion, characterized by a fibroid degeneration of 
the appendix itself, whereby the normal struc- 
tures of the organ degenerate into a dense fibroid 
mass. This is by far the most frequent form of 
the disease met with, and is the one to which I 
shall confine myself in this paper. 

II. Congestive or Syncongestive Appendici- 
tis is also an irritative non-infective lesion, 
characterized by the presence of serous infiltrates 
in the tissues of the appendix; and it occurs syn- 
chronously with similar congestion of the neigh- 
boring tissues. Such congestion is found with 
so-called lithemic swelling of the lymphoid struc- 
tures of the bowel and with a disturbance of the 
lymph and blood circulation, due to certain dis- 
eases of vital organs. This type does not occur 
very frequently, and hence is not of great clinical 
importance. 3 

III. Intrinsic Infective Appendicitis, or ca- 
tarrhal appendicitis, is an acute infective lesion, 
due to anything that causes a rapid swelling of 
the inner coat of the appendix, within its close 
outer sheath, which swelling produces a compres- 
sion anemia, and this anemia renders the tissues 
of the organ less resistant and especially vulner- 
able to a bacterial attack. 

It will be observed that the amount of swell- 
ing will determine the degree of anemia and that 
the degree of anemia may therefore vary from 
that of a slight impediment to the circulation to 
a complete blocking of all the vessels, with con- 
sequent gangrene, producing the condition known 
as fulminating appendicitis. This is by far the 
most dangerous form of this disease. 

IV. Extrinsic Infective Appendicitis is 
usually a chronic infective lesion, due to bacterial 
invasion from structures lying outside the appen- 
dix, as in tuberculous peritonitis, or diseases of 
the uterine adnexa. This form of the disease is 
of little clinical importance. 

Protective appendicitis, is the form most fre- 
quently met with and the type that gives rise to a 
chain of symptoms most difficult to recognize. It 
is the form I would direct attention to here, be- 
cause of its frequency and obscurity. In attempting 
to interpret its symptoms, we must constantly bear 
in mind the pathological condition upon which it 
depends. 

In defining this affection we observe it is de- 
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pendent upon a fibroid degeneration of the appendix 
in its normal involution. We also know that as 
this process advances the nerve fibers are the last 
of the normal structures to be eliminated, and as 
they are left behind they become entrapped in the 
meshes of this degenerating tissue. As it is the in- 
herent tendency of fibroid tissue to contract, it is 
apparent that these nerve fibers left behind will be 
severely pinched as the contraction proceeds. This 
pinching of the nerves will be manifested in two 
different ways, because the nerves are composed of 
two separate and distinct sets of filaments, viz: 
sensory and sympathetic. 

The sensory nerve filaments give rise to the pain 
experienced, while the sympathetic filaments are 
responsible for the various reflex symptoms. So in 
proportion as the sensory or sympathetic nerve fila- 
ments exist in the meshes of the sclerosed tissue, 
in the same proportion do we have pain or reflex 
symptoms predominating. This explains why one 
case suffers intensely from pain and yet the reflex 
symptoms are not marked; and in another case 
there will be little or no pain but the reflex symp- 
toms are alarming. 

It is therefore apparent that the symptoms must 
be divided into (1) those dependent upon pain, and 
(2) those dependent upon reflex action. 

(1) In referring to pain in these cases, we ob- 
serve it is rarely acute or severe, but is rather a 
grumbling or uneasiness as described by the patient. 
There is a local discomfort in the appendix region 
that may be slight and transitory or may persist for 
years. 

Rarely there is an acute local pain and tender- 
ness, but usually not enough to send the patient to 
bed. In fact, these patients are particularly apt not 
to go to bed on account of their extreme irritability. 

At other times there is merely a warmth in the 
appendix region, fluctuating in intensity from day 
to day—sometimes absent for a short time and again 
worrying the patient for several days in succession. 
Many of these patients refer this pain, uneasiness 
or discomfort, to the region of the gall-bladder, the 
stomach, the umbilicus, and even to the left iliac 
region. Sometimes it is in one situation, at another 
time in another and they will tell us it has passed 
down the thigh, so that there is little reliance to be 
placed upon this subjective symptom. 

(2) The second set of symptoms, or those due to 
reflex action through Auerbach’s and Meissner’s 
plexuses of sympathetic nerves situated upon the 
walls of the organ. These reflex actions are exer- 
cised in one case upon one organ and in another 


case upon another organ and in still another case, 
upon two or more organs, even remotely situated. 
To illustrate, such a diseased appendix will, through 
its sympathetic nerve fibers, cause a chronic gastric 
or intestinal indigestion, and all the therapeutic 
remedies and measures addressed to it will be of 
no avail, because they are directed against the 
symptoms instead of against the diseased organ it- 
self. These same remarks will apply equally to 
that long list of reflex symptoms already enume- 
rated. 


In connection with a closely studied clinical his- 
tory, there are two strong diagnostic points to be 
considered. The most important one is hyper- 
sensitiveness on‘deep pressure over the site of the 
right group of lumbar sympathetic ganglia, as 
pointed out by Morris. This point, on the surface, 
corresponds approximately to an inch and a half to 
the right of the umbilicus close down by the side 
of the lumbar verterbrae. If we make deep finger 
pressure here and elicit a sensitiveness that is ab- 
sent from the corresponding left side, we may fairly 
charge the appendix. with the responsibility. If, 
however, we elicit this hyper-sensitiveness on both 
sides, we must look to some pelvic organ, and not 
the appendix, for the origin of the trouble. This 
point is therefore of immense value in some cases 
where we are in doubt as to whether it is the ap- 
pendix or some pelvic organ that is giving rise to 
the disturbance. 

The second diagnostic feature of importance con- 
sists in an over-distention by gas of the cecum 
and ascending colon, as high as the hepatic flexure. 
This distention is not due to the mere presence of 
gas, but is dependent upon a paretic condition of 
the muscular coats of the bowel, brought about by 
a reflex irritation through Auerbach’s and Meiss- 
ner’s plexuses, situated in the walls of the bowel. 
This sign is not always present, but it does appear 
sufficiently often to merit special attention. 

These cases run an essentially chronic course, 
rarely having an acute exacerbation or manifesting 
themselves frankly enough to lead the average prac- 


titioner to fix the responsibility upon the appendix. 


They rarely cause fever or a change in the pulse 
rate, but they do keep up a constant leucocytosis. 
The reasons why they do not have these constitu- 
tional symptoms are: First, because the structures 
most susceptible of acute infection are eliminated 
early in the fibroid material. Second, because the 
irritation of the nerves by this contracting fibroid 
tissue, calls out a leucocytosis which acts as a per- 
manent barrier against infection. This class of cases 
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therefore instead of being especially predisposed to 

infection, as was formerly supposed, is in reality 

best protected against it, and for this reason Morris 

coined the term protective appendicitis. 
DEDUCTIONS, 

1. There is a normal involution of the appendix. 

2. This is accomplished by a fibroid degen- 
eration of the normal structures of that organ. 

3. In this process the nerve fibers are the last 
to be eliminated and are therefore entrapped in 
the meshes of the contracting fibroid tissue and 
irritated. 

4. This irritation manifests itself both by pain 
and by reflex action upon other organs. 

5. This pain calls out and maintains a perma- 
nent hyperleucocytosis, which protects the ap- 
pendix from infection. 

6, This reflex action may manifest itself upon 
almost any of the vital organs of the economy. 


THE PREVENTION OF IMMEDIATE POST- 
OPERATIVE PAIN IN AMPUTATION 
STUMPS BY THE INJECTION OF. 
QUININE SOLUTION INTO THE 

EXPOSED NERVE ENDS. WITH 
A NOTE ON QUININE ANES- 
THESIA FOR REDUCING 

FRACTURES FOR 
RECTAL OPERATIONS. 


V. PLETH AND V. W. PLetnh, 
SEGUIN, TEXAS. 


Anything which offers even temporary relief 
from pain is an excuse for its presentation. The 
shock’ which often follows the conditions which 
make amputations necessary is a contraindication 
to the administration of narcotics. 


Ever since Thibault (of Scott, Ark.) introduced 
quinine as a local anesthetic (vide Jour. of Ark. 
Med. Soc’y., September, 1907), I have used it in 
a number of operations. 

Sylvestrini (Gazz. degl. Ospedali e. dell. cliniche, 
Milano, xxviii, No. 37) antecedes Thibault in the 
observations of the analgesic property of quinine. 
In using it as a caustic on chancres and excessive 
granulations he discovered its analgesic effect. 

Not only has the immediate anesthesia been sur- 
prisingly good, but in many instances this effect 
has been maintained for days. On one occasion I 
removed a lipoma from a Mexican, who two days 
later in a drunken fury tore off the dressing. I 
was compelled to take a few stitches to coapt the 
wound and found there was sufficient anesthesia 
present to do this without pain. 


In several other cases I have observed the pro- 
longed effect of the quinine on the tissues and de- 
cided to test it on the next amputation case. 

Anesthesia was induced by the spinal route. 
When the amputation was completed (through 
lower third of thigh) and the vessels ligated, the 
sciatic nerve, secured by a hook, was separated 
from the surrounding tissues for some distance: 
5 c.c. of a 0.5 per cent. solution of quinine (bisul- 
phate) were injected into the nerve substance at 
various points and a few c.c. around it. The 
wound was closed after injecting about 100 c.c. ot 
the 0.5 per cent. solution of quinine into the tissues 
composing the stump. The patient suffered no 
post-operative pain. 

To enumerate cases is unnecessary. Each nerve 
is secured by hooks or transfixed with a Pagen- 
stecher thread and then freed from the surrounding 
tissues for a little distance. It is then “blocked” 
by injecting a few c.c. of a 0.5 per cent. solution of 
quinine; a small amount is injected around the 
nerve and finally ‘about 100 c.c. (or less) into the 
stump-tissues. Careful observation has so far failed 
to demonstrate any injurious influence upon the 
tissues. 

The usefulness of this drug also extends to the 
treatment of fractures. With a strong gold plated 
needle (that of Patrick’s of Chicago) the quinine 
solution is forced in between the fragments of the 
fracture. Several syringefuls are also injected 
around the fracture and in about 15 minutes a pain- 
less reduction can be made. As in amputations, 
there is no post-operative pain, provided the plaster 
cast is properly applied. , 

I have also found this drug useful in rectal op- 
erations, as for fistula, hemorrhoids and fissures. 
The operation is done either by using a quinine 
solution locally or with spinal anesthesia. In either 
case the final touch is the injection of a few c.c. 
of a 1 or 2 per cent. quinine (hydrobromide) so- 
lution around the operation wound. The severe 
pain usually following rectal operations is in this 
way obviated. 

The method is simple enough. The quinine is 
cheap, has no toxic properties as cocaine has, can 
be used in any amount and in any strength, can be 
sterilized by merely boiling it and it does not there- 
by lose its efficacy. 

I usually employ a § c.c. all-glass syringe with 
a platinum needle. Of the quinine salts, the hydro- 
bromide gives perhaps the best and quickest results 
of any; this salt contains about 75 per cent. of 
quinine and is non-irritating. 
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SURGERY OUTSIDE OF THE HOSPITAL, 
WITH REPORTS OF SOME INTEREST- 
ING CASES IN COUNTRY 
PRACTICE.* 

By J. W. Atsosroox, M. D. 

PLANT CITY, FLA. 


The consideration of major surgery outside 
the hospital has received very little attention, and 
has never been discussed before this association or 
The American Medical Association. To me, and 
I believe to many of the members of this Asso- 
ciation, surgery outside the hospital, means a great 
dea! more than any other class of surgery. Many 
if not most of our pioneer surgeons began their 
work outside the hospital. Thus did Marion 
Sims, John Wyeth and many other leading lights 
of our profession begin. — 

Look back with your mind’s eye at Sims oper- 
ating on the negresses of Montgomery County, 
Alabama, for vesico-vaginal fistula, and it will not 
be hard to realize the opportunities and possibil- 
ities in the rural districts of “this beautiful South- 
land,” where hospitals are few and far between. 
There are vast areas in this country where as good 
and deserving men, women and children live as are 
found on the face of the earth. To many of these 
and to all under certain conditions and circum- 
stances hospital treatment is simply out of the 
question. Acute or urgent cases of illness or in- 
jury, poverty of the family, fear of the hospital 
held by the laity in the country, remoteness. from 
the hospital and the love of home, are very com- 
mon factors. The delay in acute cases when trans- 
ported over long distances has, as we all know 
cost the lives of. many patients and increased the 
mortality percentage of many hospitals. This is 
quite avoidable in this, the age of opportunity. 

Right here, I want to say to those of you who 
write instructive and scientific articles for leading 
journals, and conclude by saying that only a skilled 
operator should undertake this or that operation 
and, only in a well equipped hospital, don’t try to 
frighten your younger brother who is just as well 
educated under the present advanced system of 
teaching in our best medical schools, as you were, 
when you started out to become a surgeon. How 
can one become skilled unless he does the operation 
himself? The younger men of to-day can be and 
should be trained in well-equipped schools, and 
hospitals and with the advantages afforded by post- 
graduate schools with which this country abounds, 


*Read before the Surgical Section of the Southern Medical 
Association, Nashville, November 10, 1910. 


there is no excuse why any man with surgical 
ability cannot and should not operate on his acute 
cases at home, rather than risk their lives by the 
delay and the dangers of a railroad journey in 
sending them to the hospital. 

If he does not operate himself, the time has come 
with improved highways and the use of the auto- 
mobile when the practitioner can get to his patient 
with less delay and without the danger of a jour- 
ney, a surgeon who has been able to work out a 
technic which will give results outside the hospital 
equal to if not better than in our average insti- 
tutions. There can now be found a surgeon with- 
in reachable distance of almost every place armed 
with modern equipment and prepared to do surg- 
ery anywhere. The home is free from the dan- 
gers of ward infections and mixed infections of 
various kinds; and again in well appointed homes 
there are many comforts unknown to hospital man- 
agement. One nurse in the home gives her whole 
time to a single patient and can prepare the neces- 
sary nourishment. David L. Edsall* tells us in 
an article on “Medical Hygiene of the Ward” 
that not long ago one of the largest hospitals of 
Philadelphia had a nurse whose duties it was “to 
disinfect bed clothing and excreta from the medical 
ward, and to prepare the liquid nourishments for 
ward patients.” 

You will find men throughout the country who 
are capable of taking care of the patient and car- 
rying out the after-treatment in almost any case 
who do not care to practice surgery. These men 
will call their neighbor who is successfully doing 
surgical work in the home much sooner than they 
will make up their minds to send their patient 
away to a distant hospital. The physician will 
have the advantage of consultation at home and if 
an operation is or is not necessary, he is placed in 
a better position with the family. If his patient is 
operated upon at home he can continue in the case, 
and earn a decent fee by attending to the after- 
treatment, and further gain the good will of his 
patient and the family. This will tend to increase 
the efficiency of all progressive physicians, old and 
young, and will redound to the good of humanity ; 
and it will help to eliminate the atrocious practice 
of those surgeons who offer commissions or “split 
fees” for patients sent them. 

There is a large class of acute cases which de- 
mand operation without being moved any great 
distance, and often it is better not to move them at 
all. The most important of these are: fulminating 


* American Journal of Medical Sciences, Vol. CXV, No. 4. 
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types of appendicitis, gun-shot wounds of the abdo- 
men, suppurative conditions in the female pelvis, 
intussusception, etc., obstetric operations, including 
Cesarean section. And there are many operations 
that are life-saving if done without delay, but often 
prove fatal if the help is too far away. 

“The poor we have with us always”; poverty 
keeps many from seeking hospital treatment, in 
the sections far removed from cities, but this class 
of cases, if handled judiciously, are the greatest 
blessing to the young man who has aspirations, for 
they constitute a large percentage of his first cases; 
if he gives them good and faithful service, they 
will become an asset in the way of experience, and 
will repay him many times over for the money 
and effort bestowed upon them. Do not send 
them to some distant hospital or clinic as charity 
patients and let the community pay their railroad 
fare and thus convince them that they are paupers, 
but take the burden that belongs to you and con- 
vert it into a blessing. 

The situation has been thus well expressed: “The 
contrast in attitude of mind of country and city 
patients toward medical fee service is striking in 
the extreme. There are ‘dead beats’ everywhere, 
but the farmer and town laborer expect to pay for 
medical services as much as for commodities. The 
people in large cities are debauched by medical 
charity, and the profession is throttling itself. 
About every other sick person in New York is 
treated free, not to mention the host of suburban 
beggars, who are willing to lie as to their residence 
to get free and specialist treatment. At the low 
rate of one dollar a visit, the doctors of New 
York are contributing seven million, five hundred 
thousand dollars of services annually free; a sum 
equal per capita to their average incomes. Most 
of the abuse of medical charity is due to the rela- 


tions which large clinics bear to doctorial and in- 


stitutional prestige—abundant material, good clin- 
ical teaching, and stronger appeal for endowment 
because of the ‘heavy demand of the poor for 
medical aid,—a jumble of cause and effect that 
would be amusing if not so sophistical.”* The fore- 
going is from the pen of one who has had oppor- 
tunity of a wide observation and experience among 
charity patients, having been a professor in the 
New York Polyclinic. 

Fear of the hospital will seem strange to many 
of you, but there are thousands of people living 
throughout the country who consider death and 
the hospital as synonymous, and never think or 


* Ayers, “Coming Rural Surgery,” AMERICAN JouRNAL oF 
Surcery, May, 1910. 


speak of a hospital without at the same time con- 
templating their last estate. This I grant you is 
groundless, but they remember some friend “who 
went to the hospital and died,” or some friend 
has told them “that all the doctors in the hospital 
want is to cut you up.” The majority of our coun- 
try people who are not poor and who are not afraid 
of the hospital, prefer to be operated upon at home 
by a surgeon whom they know personally; they 
Lelieve “he will take more interest in their case 
than a stranger.” The love of home is a strong 
factor. Now that “back to the farm” is the slogan 
there is going to be more for the country surgeon 
to do than before. 

The man who practises surgery outside the hos- 
pital must be resourceful in the extreme. He must 
be able to convert the most lowly places into prac- 
tically aseptic operating rooms and be able to ster- 
ilize his instruments and dressings in anything from 
an old fashioned oven to the most modern steril- 
izer, and to use anything from a pile of fence rails 
to his best office operating table. The essential 
thing in it all is to be absolutely thorough, and we 
can be just as thorough in our technic outside the 
hospital as within. To be sure, it will’ require 
more work, tact, and even hardships on the part 
of the surgeon and his trained assistants. 

The average well trained nurse has to be re- 
trained when she goes into country work. With 
one assistant and one well trained country nurse 
and the family physician to give the anesthetic, 
almost any operation can be done when necessity 
demands. <A few blocks of wood to raise the head 
of the bed, putting the patient in Fowler’s position, 
and a fountain syringe to administer proctoclysis in 
acute suppurative conditions of the abdomen, will 
save many lives. Of twelve cases of diffuse peri- 
tonitis accompanying appendicitis operated upon 
during the past five years only one has died; he 
died of suppurative cholangitis. (This case will 
be described in detail, under report of cases.) 
These patients were all placed in Fowler’s position 
and turned on their right side with drainage, and 
counter-drainage in most cases. Five of them re- 
ceived proctoclysis from twelve to thirty-six hours 
after operation; the others were given normal 
saline solution as enemas to quiet thirst, this was 
before I knew about proctoclysis. Of sixty-five 
laparotomies done for various causes during the 
same period and including the foregoing cases we 
have had only three deaths; two of these will be 
described in detail under case reports, the other 
was due to the accidental breaking down of an 
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abscess wall in a case of appendicitis at the second 
dressing and the spread of infection unawares. I 
do not perform all or even a greater part of my 
operations in the home and hovel, but most pat- 
ients are brought to my offices which are equipped 
with the modern conveniences of the ordinary hos- 
pital—not with tile floors and steam heat and pres- 
sure sterilizers and with countless numbers of in- 
struments, to be sure, but with everything to insure 
aseptic surgery, nevertheless. I maintain some bed- 
rooms in connection with my office, where patients 
may stay and have the care of a trained nurse fol- 
lowing operation. Some of my colleagues do like- 
wise. 

We never get too busy or too tired to help the 
other fellow when he has an operation; each is the 
other’s personal friend and his trusted assistant 
and confident. We have truly a medical fraternity 
in this little town of Plant City. 


REPoRT OF CASES. 


Case 1.—Cesarean Operation Twenty-seven Miles 
in the Country. 

L. D., colored, age thirty-four, dwarf and 
“hunch-back,” only three feet high. Labor came 
on October 30, 1907, at full term, pains very severe 
from the start. On November 2d, at 2 p. m. I was 
called in consultation with instructions to bring the 
necessary instruments for Cesarean operation. The 
patient lived at a turpentine still twenty-seven 
miles in the country. At 2:30 p. m. I was on my 
way accompanied by Dr. Young who was to be my 
only assistant. We arrived some six hours later 
after having been lost for two hours on the way. 
After an examination we readily agreed with Dr. 
McMurray that an operation was necessary. The 
antero-posterior diameter would not admit the in- 
dex finger in the center. The child was already 
dead and the mother had a temperature of 102.5° 
F., having been attended for the first two days by 
the dirtiest of midwives. 

We prepared for an operation as rapidly as cir- 
cumstances would permit, having only one small 
lamp and several torches to work by. We began 
the operation at 11 o’clock p. m. under chloroform. 
A median incision was made which came near going 
through the uterine wall, the parietes being very 
thin, and this being my first operation of the kind, 
but the necessities were great, and I had learned 
my lesson from one among you who has taught 
many, “to fear nothing surgical,” when faced by 
similar circumstances. Believing the child to be 
dead, and knowing something of the amount of 
infection present, and wishing to make the woman 
forever sterile, we decided to do a supra-vaginal 
hysterectomy in connection with the Cesarean op- 
eration; we first ligated the uterine and ovarian 
arteries, and then incised and emptied the uterus, 
all of which required only about five minutes. The 
child was a well formed female, but had been dead 


for several days. We rapidly finished our supra- 
vaginal hysterectomy losing not more than a table- 
spoonful of blood during the whole operation, 
which was completed in forty minutes. The pat- 
ient was put to bed in better condition than when 
the operation was begun and left in the care of Dr. 
McMurray who agreed to stay until noon the fol- 
lowing day, at which time he left her in splendid 
condition. About 1:30 p. m. her pastor called, 
strictly against orders “to pray over her.” The 
patient being an ultra-religious person was wrought 
upon as only a negro can be, and she immediately 
shouted herself into glory. She evidently died from 
hemorrhage, one of the ligatures having slipped. 
I have always doubted the advisability of the hys- 
terectormy in this case. 

CasE 2.—Cesarean Operation in a Negro House. 

K. S., negress, age 38, mother of thirteen chil- 
dren. The last seven had been_ born dead after 
days of labor, and version or forceps were in four. 
I delivered her of a dead child by version one year 
preceding the present confinement. The cause of 
her difficult labors, was an extremely pendulous 
abdomen, which greatly increased in flesh since the 
birth of her sixth child. Weight 350 pounds at 
time of operation. I was called at the beginning 
of labor, February 15, 1909, and at once advised 
an operation, knowing of her previous trouble. She 
readily agreed after I had promised her a living 
child. She was operated on two hours later in her 
home, the operation requiring about thirty minutes. 

The child was delivered in two minutes and 
breathed without any trouble; weight, eleven 
pounds. The uterus was closed with two tiers of 
catgut. The child was strong and normal from 
beginning and did well. The mother was up in 
two weeks. One of her daughters did the nursing 
of both mother and child. 

Case 3.—Gun-shot Wound of the Intestines. 

H. B., colored, male, age 24, robust and healthy. 
I was called to see him in consultation with Dr. 
Knight at his office, September 12, 1905, at 8:30 
p.m. On examination we found he had been shot 
one inch below and one-half inch to the left of 
umbilicus with a 38-caliber pistol. It was plainly 


a penetrating wound, as the omentum could be- 


seen plugging it. After a hurried preparation, we 
opened the abdomen through the wound of en- 
trance, and repaired intestinal perforations as we 
came to them, closing each with a purse-string of 
fine silk, there being fourteen in number. 

We took this negro back to his shanty, and with- 
out a nurse other than a negro man to give him 
water and a little soup the neighbors brought in, 
he made a rapid recovery and was out in two weeks. 

Case 4.—Gun-shot Wound of the Intestines. 

Jas. H., mulatto, age 17, was brought to my 
office January 9, 1908, after having been shot two 
hours and having ridden ten miles. I was ready 
to operate on another case, but instead I operated 
upon him almost immediately, thus not having to 
wait to prepare, as is usual in general practice. On 
examination I found he had been shot one inch 
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below and one inch to the left of the umbilicus, 
with a 22-caliber rifle. The ball could be felt be- 
neath the skin of the buttock. Incision through 
the wound of entrance. Perforations cleansed and 
closed as found, numbering eleven in the small in- 
testine and one in the decending colon. He was 
placed in a negro boarding house, and nursed by 
his mother. He made an uneventful recovery, and 
rode ten miles in a wagon on the tenth day. 


Case 5.—Gun-shot Wound of the Liver. 


T. B., colored, male, age 40. I was called to 
see him at 8 p. m., October 24, 1909. On exami- 
nation I found he had been shot with a 38 Colt re- 
volver, the bullet entering the abdomen just to the 
right of the ensiform cartilage, and slightly below, 
coming out just below the twelfth rib behind. He 
had a good pulse and showed very little shock, but 
he had the general appearance of a very badly in- 
jured man. We decided to operate at once a:1 
while he was being hauled to my office, which was 
only a mile, we made the usual preparations and 
opened the abdomen through the wound of en- 
trance and found it entirely filled with blood, which 
came from a large ragged wound in the right lobe 
of the liver. We placed, by feeling, two deep su- 
tures of chromic catgut as quickly and tied as 
lightly as possible to control the hemorrhage, after 
which we made a counter-opening through the 
wound of exit and packed with gauze both anter- 
‘iorly and posteriorly, closing the wounds partially 
with through-and-through silkworm-gut sutures. 
He was carried back to his home in the wagon the 
following morning, making a good recovery in two 
weeks. His wife was his nurse. 


Case 6.—Diffuse Suppurative Peritonitis.: 


C. S., white, male, age 18. First called to see 
him at midnight, December 14, 1908. 

He had been suffering twenty-four hours with 
appendicitis, had taken. four compound cathartic 
pills but had gotten no results. Temperature, 101°, 
pulse 100. I gave him a hypodermic of morphine, 
and ordered him given two tablespoonfuls of epsom 
salts and told him that if he was not better by 
morning he would have to be operated upon. His 
bowels moved several times during the night, but 
he was no better in the morning. He was then 
brought to my office, a distance of three miles, and 
was operated upon at 10 a. m. We found a rup- 
tured appendix free of any adhesions, and a dif- 
fused peritonitis, due most likely to my salts and his 
cathartic pills. The appendix was removed and a 
rubber tube drain put in, and the wound was part- 
ially closed. He was put to bed on his right side, 
in exaggerated Fowler’s position, and proctoclysis 
was begun at once, and was kept up at intervals of 
two hours for thirty-six hours. He made a rapid 
and uneventful recovery. The office nurse had 
charge of this case. 


Case 7.—Diffuse Purulent Cholangitis following 
Appendicitis. 

J. L. Y., white, male, age 29. First seen late 
in the evening of October 9, 1908. He had been ill 


twelve hours with acute appendicitis, first attack. 
I advised an operation the following morning and 
we operated on him at his home at 8:30 a. m., find- 
ing a ruptured gangrenous appendix, unprotected 
by adhesions. When the abdomen was opened 
there was a free flow of greenish foul-smelling 
fluid; we turned him on his right side to allow as 
much as would to run out, and then removed the 
appendix, put in a drain and partially closed the 
wound. He was put to bed on his right side in 
Fowler’s position. 

He did very well for a few days, when he had a 
chill; blood examination showed malarial parasites, 
which was confirmed by Dr. Young. We gave him 
quinine and urea hypodermically, which controlled 
the chills and on October 20th the temperature was 
normal. The wound drained very well, but did not 
look healthy. Two days later he had another chill, 
and complained of pain in the right shoulder, suf- 
fering very much from a severe hiccough, which 
was persistent and uncontrollable. We kept up our 
quinine but it did no good. The chills were re- 
peated and he showed some jaundice on October 
25th, which rapidly increased until he was of a’ 
lemon yellow hue. On November 4th we opened 
the abdomen over the gall-bladder. We found it 
markedly distended and when drained- the bile- 
stained pus was followed by a thick brown pus 
which drained freely for two days when it sud- 
denly stopped, and the patient died twenty-four 
hours later. A hurried autopsy was held and we 
found on incising the liver that the bile ducts 
throughout the viscus were completely filled with 
pus. The bloodvessels not being involved we 
classed this as a case of cholangitis. 

Case. 8.—Cholangitis following Grippe. 

W. B., white, male, age 48. First seen Febru- 
ary 28, 1908, diagnosis, grippe, which ran a course 
of about ten days. Just as the man seemed to be 
convalescent, he developed a severe chill, followed 
by a severe hiccough which persisted until the day 
he was operated upon, November 16th. The chills 
were irregular, but the gall-bladder could be plainly 
felt and was tender, there was a slight jaundice. 
When the patient finally consented to operation he 
was so weak and emaciated that we opened the ab- 
domen under cocaine, being afraid to administer an 
anesthetic. We used I-to-500 cocaine solution, in- 
filtration method, and had no difficulty in finishing 
the operation. We found the gall-bladder very 
much distended, with bile-stained pus. Yellow pus 
escaped in large quantities for several days, drain- 
ing from one to four quarts in twenty-four hours. 
The bile gradually returned and was normal in 
color in ten days. The temperature was normal by 
the end of the first week. The hiccough was re- 
lieved as soon as the gall-bladder was drained. The 
patient was able to sit up in three weeks, but the 
wound continued to drain for several months be- 
fore it finally healed. 

I wish to take this opportunity to thank those 
physicians who have so kindly helped me in my 
efforts to conduct successful surgery under dif- 
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ficulties, and especially to express my appreciation’ 
to Drs. Knight and Young of many kindnesses 
shown me. 


OBSERVATIONS ON EIGHT CASES OF 
AEROGENES CAPSULATUS WOUND 
INFECTIONS. 

GeorGE R. Wuirte, M.D. 

SAVANNAH, GA. 


A paper by Welsh and Nuttall on “A Gas Pro- 
ducing Bacillus (Bacillus Aerogenes Capsulatus, 
Nov. Spec.) Capable of Rapid Development in the 
Bloodvessels after Death,” appearing in the Johns 
Hopkins Bulletin, July, 1892, was the first to 
demonstrate the existence of a large anaerobic gas 
producing organism capable of growing in the 
blood and tissues of man and animals. It was 
shown to grow during life, but especially rapidly 
after death, and accounted for the formerly mys- 
terious phenomenon of air in the veins, uterus, or 
tissues in certain cases coming to autopsy. 
In animal experiments Welsh was unable to pro- 
duce any effect by injecting a moderate dose into 
the circulation of rabbits, but in a pregnant rabbit 
with a dead fetus a small dose proved fatal from 
a general infection. He therefore concluded that 
the bacillus must be considered non-pathogenic for 
rabbits, but under special conditions it might be- 
come pathogenic and suggested that if it should 
find access to dead tissue away from the surface 
it might grow and eventually enter the circulation. 
Fraenkel, working independently and writing 
two years after Welsh, described the same organ- 
ism in wound infection, in three cases associated 
with other organisms and once as a pure culture 
after a puncture with a hypodermic needle in a 
patient suffering from Asiatic cholera. He iden- 
tified this infection with the disease known under 
various names, as gaseous gangrene, gangrene 
foudroyante, progressive gangrenous emphysema. 
Since these two original papers a moderate 
amount of literature has appeared on the subject 
without adding materially to our information. 
The organism as described by Welsh is a large 
non-motile, capsulated, anaerobic bacillus from 
three to six microns long, with rounded ends, oc- 
curring in pairs or short chains, and growing in all 
_ ordinary culture media if anaerobic methods are 
employed. 

The name bacillus aerogenes capsulatus given 
it by Welsh is objectionable, and is being sup- 
planted by bacillus Welchi. It is found univer- 


sally distributed, especially in the soil, decaying 
vegetable matter, and in the intestines of man and 
animals. It may enter the system and become 
pathogenic either by auto-infection from the ali- 
mentary canal or from extraneous matter entering 
a wound or one of the body cavities. The disease 
has been observed in all parts of the world. The 
greater number of reported cases in this country 
are from Baltimore. Blake states that practically 
all the writers on this subject are “Easterners,” and 
few if any cases are reported from the West. Sev- 
eral cases have been reported from Manilla since 
the American occupation and they seem to be of an 
especially virulent type. In a limited experience 
with traumatic surgery in Southern Georgia I have 
seen eight undoubted cases, and the disease is 
familiar to all the physicians doing much of that 
class of work. 

It is often stated that the apparent prevalence of 
the disease in Baltimore is because the physicians 
there are on the lookout for it, which would imply 
a lack of interest and alertness in the west which 
is very improbable. The more correct view seems 
to be that the bacillus is more abundant, more viru- 
lent, or the conditions for its growth as a patho- 
genic organism are more prevalent in certain local- 
ities, and it is a disease especially prevalent in 
moist, tropical, or semi-tropical regions resembling 
the tetanus bacillus in this respect. 

It is difficult to reconcile the universal presence 
of the organism with the rarity of the disease ex- 
cept by Welsh’s rabbit experiment, showing that 
“special conditions” have to exist before the or- 
ganism can become pathogenic, and by drawing 
the inference that like the rabbit man is partially 
immune and the bacillus does not grow under or- 
dinary conditions. The “special conditions” neces- 
sary for its growth as a pathogenic organism are 
not entirely understood. It seems more than prob- 
able that the other organisms so generally found as- 
sociated with the aerogenes capsulatus, aid in giv- 
ing it a foothold. None of my cases has shown a 
pure culture of the bacilli, and nearly all have had 
an intense putrid odor of spoiled meat not char- 
acteristic of the aerogenes capsulatus which is not 
a stink-producing organism. 

Cases 1, 2, 4, 6, 7 and 8, all had an offensive 
odor, and in addition to the aerogenes capsulatus, 
they showed a short, thick actively motile bacillus 
discolored easily by Gram’s method, which grew 
rapidly on the surface of all culture media with a 
characteristic odor like putrid meat, and was iden- 
tified as the proteus vulgaris. In cases 2 and § this 
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bacillus was not looked for. In case 4, material 
taken from the deep tissues at a distance from the 
wound showed both the proteus vulgaris and the 
aerogenes capsulatus. It is therefore evident that 
in this locality at least the proteus vulgaris is fre- 
quently found with the aerogenes capsulatus, and 
in its company the proteus vulgaris which is 
usually a surface organism is capable of penetrating 
into the deep tissues, and in this mixed infection 
the proteus vulgaris exercises its well-known 
power of enhancing the pathogenic property of the 
bacteria with which it is associated! To what ex- 
tent the proteus vulgaris is a factor in starting an 
aerogenes capsulatus invasion is of course unde- 
termined. 


In the Shattuck lecture Welsh mentions snake- 
bite as a cause of lowered resistance of the blood to 
bacterial invasion.2 The following case shows an 
aerogenes infection starting from that cause: 


W. H., while walking through the woods, was 
bitten in the calf of the right leg by a diamond- 
back rattlesnake. He reached the road two hun- 
dred yards distance and fell unconscious. Assist- 
ance reached him immediately, a tourniquet was 
applied about the thigh above the knee and the leg 
at the site of the bite was cut open by a pocket 
knife. When he reached the hospital three miles 
distant he was pulseless and unconscious. The 
next day the pulse was perceptible and about 160. 
The leg was much swollen as high as the tourni- 
quet, and very offensive. Palpation showed gase- 
ous crepitation from the foot to the tourniquet, and 
after removing the tourniquet it continued up the 
thigh. The third day he was improved, but died in 
collapse at the “72 hour period.” 


Bacteriological examination showed both aero- 
genes capsulatus and the proteus vulgaris in the 
wound. 

The clinical picture of the infection is varied 
from the rapidly spreading type producing death 
in a few hours to the insidious development of a 
few gas bubbles about an infected wound without 
adding materially to the pathological process. 
Some observers have isolated the aerogenes bacillus 
from abscesses in which there was no gas. 

In the typical cases the process is exceedingly 
rapid. Beginning at the wound the skin takes on 
a reddish brown color which advances rapidly by 
an indistinct line of demarcation. Gaseous cre- 
pitation is felt in the subcutaneous tissues and later 
the epidermis is lifted up by numerous gas bubbles. 
The wound secretes a reddish or dark watery fluid 
which in the majority of my cases had an offensive 


(1) Ware—The Vulgaris in Surgery, An- 
nals of Surge Vol. 36, Page 120. 

(2) cul -Uoiemustentions of the Mass. Medical Society, Vol. 
18, 1900. 


odor due to other bacteria. In this condition the 
limb can be cut open without pain and without 
hemorrhage as shown by case 3. The muscles are 
reduced to a pulp and filled with air bubbles. The 
bloodvessels stand open and ooze only a little 
watery fluid. In less typical cases there is a 
severe inflammatory action about the wound, and 
careful palpation shows accumulation of gas in the 
deeper tissues. The prognosis in the aerogenes 
infection is not as bad as was formerly supposed 
and depends largeiy upon the virulence of the in- 
fection. Four of my eight cases died, but one 
death was from the snake-bite rather than the in- 
fection. This corresponds closely to Welsh’s fig- 
ures of 59% mortality. 

Treatment consists in multiple incisions and fre- 
quent or continuous irrigation. Hydrogen perox- 
ide and oxygen in the wound are recommended, 
but it is doubtful whether these agents reach any 
but the surface bacteria. Injections of hydrogen 
peroxide is suggested by Lahey as a remedial agent 
for the infection but is not recommended owing to 
the dangerous physical action of the drug.. 

Infections of the extremities call for a high de- 
gree of surgical judgment in deciding for or 
against an amputation. Two of my cases could 
have been saved by a timely amputation, and two 
recovered after amputation. Still all cases of in- 
fection of the extremities do not require a radical 
operation, and even if an amputation is performed 
it is not always necessary to go beyond the infec- 
tion as seen by Case 2, which recovered after ex- 
tensive sloughing of the flaps. 

Following is an enumeration of my eight cases: 


CASE 1.—Aerogenes capsulatus and proteus vul- 
garis infection of compound fracture of the thigh. 
Amputation. Recovery. 

L. D., aged 8, received a charge of bird shot in 
the left thigh shattering the bone. Amputation 
thirty hours after the accident. The next day the 
flaps were of a reddish brown color and covered 
with blebs. Palpation showed gaseous crepitation 
in the subcutaneous tissue. The wound was cov- 
ered with a dark grey slough with a most offensive 
odor resembling decayed meat. Bacterial exami- 
nation and cultures showed the aerogenes capsu- 
latus and the proteus vulgaris. 


CasE 2—Aerogenes capsulatus ana proteus vul- 
garis infection after traumatic amputation of both 
feet. 

J. C. run over by a railroad train about thirty 
miles from Savannah and both feet crushed. When 
seen forty-eight hours after operation both legs 
were swollen to immense size, filled with gas and 
very offensive. Deep incisions were made into the 
thighs without causing either pain or hemorrhage. 
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The infection extended into the abdomen by an 
indistinct line of demarcation. Death in sixty 
hours. Bacteriological examination showed the 
aerogenes capsulatus and proteus vulgaris. 

Case 3.—Aerogenes capsulatus infection of gun- 
shot wound of the pelvis. Death. 

C. H., aged 14 years, was shot in the thigh and 
scrotum with bird shot. When seen thirty hours 
after the accident the scrotum was black and swol- 
len. The wounds were offensive and discharged 
a reddish-brown liquid. The lower part of the ab- 
domen and pelvis was swollen with the subcutane- 
ous tissue full of gas. Death in forty-eight hours. 
Aerogenes capsulatus found. 

CasE 4.—Aerogenes capsulatus infection of a 
wound in the thigh. Death. 

L. D. was shot in the left thigh by a 38-calibre 
revolver. The next day the thigh was swollen from 
the foot to the abdomen and full of gas. Died 
forty-eight hours after the accident. 

Bacteriological examination showed both the 
aerogenes capsulatus and the proteus vulgaris. Both 
of these organisms were obtained from the deep 
tissues at a distance from the wound. 


Case 5.—Aerogenes capsulatus infection of com- 
pound fracture of the leg. Amputation. Recovery. 

J. M., aged 38 years, sustained a compound frac- 
ture of the left ankle by a fall from a street car 
and the wound was rubbed full of dirt. Forty- 
eight hours after the accident the wound was black 
and offensive. Gaseous crepitation was present in 
patches as high as the middle of the thigh. The 
lymphatics extending up the leg were red and swol- 
len as in an ordinary lymphangitis. The thigh was 
amputated at the upper third. Recovery. Cover 
glass smears showed large non-motile bacilli. 

Case 6.—Aerogenes capsulatus and proteus vul- 
garis infection following operation for fistula in 
ano. Recovery. 

L. T. was operated upon for an old fistula in 
ano which had recently taken on a violent inflam- 
matory action. - The inflammation spread after the 
operation involving the scrotum, buttocks and ab- 
domen. The subcutaneous tissues became full of 
gas and the wound had a most offensive odor. Re- 
covery aften ten weeks. Bacteriological examina- 
tion showed the aerogenes capsulatus and proteus 
vulgaris. 

Case 7.—Aerogenes capsulatus and proteus vul- 
garis infection of buttocks. Recovery. 

H. S., 4 years old, was stepped upon by a mule, 
badly lacerating the buttocks and opening the rec- 
tum. Forty-eight hours after the accident the 
wound was discharging an offensive dark red fluid, 
the edges were black and sloughing and gaseous 
crepitation was felt over the pelvis as high as the 
crests of the ilium. The treatment consisted in 
multiple incisions, drainage and frequent irrigation. 
' Recovery after ten weeks. Bacteriological exami- 
nation showed both the aerogenes capsulatus and the 
proteus vulgaris. 

Case 8.—Snake-bite with aerogenes capsulatus 
and proteus vulgaris infection. See above. 


This list is peculiar in that it shows a mixed in- 
fection with the proteus vulgaris in six of the eight 
cases in which it was looked for, and it may have 
been present in the other two. 


THE CURE OF STRICTURE OF THE REC- 
TUM COMPLICATING FISTULAE 
—CASE REPORTS. 
CuHaArRLEs S. VENABLE, M.D. 


Surgeon-in-Chief, San Antonio Free Dispensary; Attending 
Surgeon, Lee Surgical Hospital; etc. 
SAN ANTONIO, TEXAS. 


It is not in keeping with the stride of surgery 
in all directions that the saying “once a stricture, 
always a stricture” should still go unchallenged. 
The time-honored’ gradual dilatation by the finger 
or bougie is palliative at best and never-ending. 
Division of the constricting ring by the knife or 
cautery must be followed by persistent passage of 
dilators or bougies, else early recurrence is certain 
to follow. 

In these cases the beginning of the fistulous 
tract through the gut is always proximal to the 
stricture, so it becomes necessary to obliterate the 
stricture if we would hope for results in any pro- 
cedure directed toward cure of the fistula. 

Simple division through the fistula, including the 
stricture, does not give any promise as the result- 
ing scar is productive of a more dense constriction 
at the original site. 

The two cases I am about to report had both 
been operated upon several years before with sub- 
sequent attempts at dilatation, etc., which resulted 
in maintenance of the fistulae and, as would be ex- 
pected, greater density of the stricture. 

It therefore becomes apparent that the stricture 
must be effectually dealt with before we attack the 
fistula. The procedure I employ is described in 
the following report of the two cases operated 
upon by me: 

Case I.—Mrs. A. G., admitted to the Lee Surg- 
ical Hospital, June 4. Age, 37; married; 5 chil- 
dren, youngest 11 years. Complaint: “Bowels 
move through vagina.” 

Family History: Mother and one sistet died of 
tuberculosis. 

Past History: Diseases of childhood; general 
health has been good to beginning of present ill- 
ness II years ago, when at birth of last child she 
suffered complete laceration of the perineum. Im- 
mediate repair was unsuccessful, a recto-vaginal 
fistula resulting. Repair was again attempted two 
years later with negative results, since which time 
the patient has passed practically nothing through 


the anus. 
Physical Examination: Patient thin and anemic 
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in appearance; expression tired and anxious; 
pthisical involvement, left base; abdomen and ex- 
tremities, negative. Vaginal examination shows 
remains of complete perineal laceration; both 
perinei retracted, and a fistulous opening into the 
rectum one and one-half inches from the vaginal 
outlet and admitting the index finger into the rec- 
tum. Rectal Examination: The sphincter seemed 
to be intact but there was a stricture just within 
the sphincter which would admit only the finger tip. 
Nearly all fecal matter was shunted by this stric- 
ture through the vaginal outlet. 

After preparatory treatment of several days, the 
sphincter was completely divulsed and a circular in- 
cision was made around the muco-cutaneous mar- 
gin. The rectal wall was now dissected free not 
only beyond the stricture but well beyond the proxi- 
mal edge of the fistulous opening, and so freed 
from its attachments that the rectum could be re- 
sected to this point and the mucous edge approxi- 
mated to the skin without undue tension. The 
vagina was then attacked, the edges of the fistulous 
tract being excised by a diamond-shaped incision 
through the vaginal wall in the long axis of the 
vagina; the edges were brought together by a row 
of continuous buried chromic gut sutures and a 
superficial row of continuous submucous chromic 
gut sutures. A classical perineorrhaphy was now 
done; and, finally, the edge of the resected rectum 
was fastened to the skin margin by interrupted 
sutures of fine black silk. The vagina was packed 
with gauze and the rectum with gauze surrounding 
a tube so that approximation of the vaginal and 
rectal walls might be uniform, insuring the ob- 
literation of all dead space. 

It will at once be apparent that this effectually 
removed the stricture and left a healthy portion of 
gut wall next the old fistulous site in the vagina. 
No drainage was left. The packs were removed on 
the fifth day and the patient’s bowels moved with 
castor oil on the eighth day. The muco-cutaneous 
wound healed per primam, as did the line of vaginal 
repair. The patient was discharged on the 24th 
day. I have seen her twice since and she reports 
that her bowels move one or twice a day without 
enemas or laxatives, that she has perfect sphincter 
control and no pain, and has gained 17 pounds. 

Case II.—Mrs. T. N., admitted to the Lee Surg- 
ical Hospital, June 16, 1910. Forty-three years 
old; 7 children, youngest 8 years old; miscarriage 
5 years ago. Complaint: Constant purulent dis- 
charge from rectum and can only have liquid move- 
ment of bowls, which gives a great deal of pain. 

Family History: Negative. 

Past History: Negative as to present illness. 
The patient: had been lacerated during childbirth 
and was operated upon 7 years ago for fistula; has 
gotten progressively worse since operation—dis- 
charge never ceased and she became more and more 
constipated until for the past three or four years 
she has been unable to have an evacuation of the 
bowels without an injection, which for the past 5 
months has been ineffectual so she had resorted to 
saline catharsis every day or so. 


Physical Examination: Expression that of con- 
stant pain; the patient appeared 63 instead of 43; 
had not passed the menopause. Chest, abdomen 
and extremities, negative. Vaginal examination re- 
vealed perineal tear of long standing; bilateral scar 
in the cervix. Rectal examination revealed three 
fistulous openings in the perineum just behind the 
vaginal outlet-—much induration. The finger in 
the rectum met little resistance at the sphincter, but 
encountered a very dense fibrous stricture 2% 
inches up the rectum which would admit only a 
No. 16 French sound. Pressure between the sound 
in the rectum and the finger in the vagina extruded 
a quantity of pus through the fistulous openings in 
the perineum. 

Diagnosis: Perirectal abscess with fistulous 
openings proximal to a dense stricture of the rec- 
tum. 

On June 22, the patient was etherized and in the 
lithotomy position the muco-cutaneous junction was 
divided and the rectum dissected up as in the pre- 
ceding case. The perirectal abscess was opened 
into just beyond the base of the stricture and about 
two ounces of pus were evacuated. Probes were 
now passed through the three fistulous tracts, two 
of which were found to coallesce before reaching 
the abscess cavity, and the tracts with the sur- 
rounding indurated tissue were exsected. The 
sphincter muscle was left intact. In closing, the 
skin edge of the excised portion of perineum was 
approximated over the sphincter by interrupted 
sutures; a protective tissue drain was led to the 
bottom of the abscess cavity; and the rectum was 
brought down and sutured to the now circular 
skin margin with fine black silk interruptedly. The 
rectum and vagina were packed as in the previous 
case. This packing was removed on the fifth day. 

The patient’s bowels were moved on the eighth 
day after an uneventful post-operative period. 
There was a free discharge from the site of drain- 
age for the first five days which gradually 
diminished during the succeeding 18 days to about 
a half ounce in 24 hours when the patient was dis- 
charged from the hospital. On the 14th day I in- 
jected the cavity with bismuth paste, and again on 
the 18th and 24th days, without, however, the 
salutary result I have experienced in other cases. 
This I think was due to the non-union of the 
perineal wound allowing too free escape of the 
paste, and also to the very anemic and depleted 
condition of the patient, which is slowly improving. 
The muco-cutaneous line healed per primam and 
the patient has a daily stool without discomfort 
and good sphincter control. 

The stricture has been completely obliterated 
and the abscess cavity made extra-rectal. This 
cavity now shows marked tendency to close spon- 
taneously. 


The object of this paper is to draw attention to 
the necessity in these cases of obliterating the 
stricture by complete resection, rather than by any 
measure of simple incision or division. 

Moore BvuILpINc. 
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THE GALL BLADDER AND BILIARY TRACT 
AN AVAILABLE THERAPEUTIC ROUTE 
TO THE UPPER BOWEL. 


Every reasonable suggestion that will aid the 
surgeon in extricating his patient from the many 
perils and pitfalls which beset the thorny path to 
recovery after a critical operation is worthy of at- 
tentive consideration. The last decade has been 
especially prolific in new methods, procedures and 
inventions that have enormously improved our 
post-operative results, and in this way have con- 
tributed most brilliantly to the general progress 
and good repute of surgery. Because of the greater 
frequency of the indications for intervention, the 
surgery of the abdominal cavity and its contained 
organs has offered the most striking examples of 
the increasing resources which have been placed at 
the disposal of the operating surgeon in dealing 
with post-operative complications. It would be 
profitless to review or even mention these revolu- 
tionary contributions to post-operative treatment as 
they have now become common property, and are 
too familiar to every practical surgeon to justify 
an encroachment on the limited space at my com- 
mand on this occasion. Suffice it to say that many 
of these procedures are of American birth and are 
a source of just pride to all those who are watch- 
ing with patriotic interest the steady and rapid de- 
velopment of the native genius for invention and 


originality in solving the great practical problems 
that face the worker in our art as in other fields of 
thought and human endeavor. 

In this connection, I feel that I can in no man- 
ner make more effective my response to the cour- 
teous invitation of the editor of the AMERICAN 
JourNnat oF Surcery for a brief contribution to its 
admirably planned Southern Number, than by di- 
recting the attention of its readers to the great 
practical value of a recent suggestion offered by 
Dr. L. L. McArthur, of Chicago, at the Atlantic 
City meeting of the American Medical Association 
held in June, 1909, and which appeared in the trans- 
actions of the Surgical Section under the modest 
title, “Some Therapeutic Possibilities of Biliary 
Fistulae.” 

At the recent meeting of the Southern Surgical 
and Gynecological Association, held in Nashville, 
December 13-15, I had the privilege of discussing 
at some length the history, the indications and the 
neglected possibilities of the catheterization of the 
biliary passages—a procedure which may be classi- 
fied under two headings: (1) exploratory ana (2) 
therapeutic catheterization. Of the results obtained 
by this procedure the following may be mentioned 
as examples: Dilatation of the ducts and extraction 
of calculi; systematic dilatation of the cystic and 
common ducts; injection of air and fluids for diag- 
nostic purposes; injection of water and medicated 
solutions to dissolve stones and to disinfect or treat 
the biliary tract. The indications thus summarized 
cover practically all the conditions which in the past 
called for instrumental exploration and catheteriza- 
tion of the bile passages, with the exception of the 
indications for drainage, which now provide the 
most frequent opportunities for this procedure. 

It is interesting to note that in spite of the at- 
tention which this subject received in the past, and 
of the fairly extensive literature which the biblio- 
grapher will find on this topic, this literature had 
lost practically all interest until last year (1909), 
when the subject was resurrected and presented 
in an entirely new light by McArthur’s suggestion 
that the gall bladder and bile passages, could be 
utilized for purposes of systemic medication, hydra- 
tion, feeding and stimulation,—the injected fluids 
finding their way directly from the gall bladder by 
the common duct into the intestine. In the com- 
munication previously referred to, McArthur said: 
“In practically every case of operation for gall 
stones the operator establishes a temporary biliary 
fistula, either of the gall bladder or of the common 
duct, the purpose being to relieve the cholemia, 
cholecystis or cholangitis by continued drainage in 
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much the same way as urinary cystitis is relieved.” 
As the result of his personal observations while 
practicing irrigation of the gall bladder, McArthur 
came to the conclusion that this temporary fistula 
could be utilized most advantageously and with sur- 
prising results in flooding the intestinal tract; a 
mode of instillation or infusion which was far more 
effective than by the now classical rectal or procto- 
clytic route. 


For the performance of enteroclysis by the upper 
duodenal route, which may be designated the 
“cholecysto-duodenal method,” he advises the fol- 
lowing procedure: “If to a tube draining the gall 
bladder in an ordinary case of cholecystostomy for 
drainage, we connect the tube of an irrigator con- 
taining, for example, normal salt solution, the rate 
of flow being graduated not to exceed 5 to 6 drops 
per second and the pressure to be no more than 20 
inches elevation, a continuous flow into the duo- 
denum can be established and maintained without 
discomfort to the patient. Too rapid flow or too 
high pressure will quickly produce pain simulating 
mild biliary colic and might deter one from using 
this procedure, if not cognizant of the facts.” 

When large quantities of fluid have thus been 
introduced there has been observed a slowing of the 
pulse with a filling out of the vessels, a loss of 
thirst, a moistening of the tongue and a surpris- 
ingly rapid increase in the urinary output (patients 
complaining of the frequency of urination), “edema 
of the feet in patients lying on an inclined bed.” I 
might add to this that the free introduction of fluid 
into the upper bowel is a powerful stimulant to in- 
testinal peristalsis, favoring the expulsion of the 
gases which make the patients suffering from hep- 
atic toxemia usually miserable, and also moving the 
bowels in consequence of the increased fluidity of 
the stools. 

In the case of gall bladder drainage the patulous 
state of the cystic duct can be determined by the 
presence of bile in the gall bladder or by injecting 
sterile salt solution through a tube into the cystic 
duct with a small glass syringe before the abdomen 
is closed. McArthur adds: “When I have had to 
utilize the common duct drainage I have never tried 
this procedure until the second or third day by 
which time, if leakage occurs, it finds itself con- 
fined to the space walled off by the prophylactic 
gauze drain inserted for such an emergency, and 
escapes externally.” In referring to the indications 
for this procedure, McArthur justly lays stress upon 
the following condition: “In chronic obstructive 
jaundice we frequently meet an associated neph- 


ritis, probably incident to the toxic effects of the 
cholemia. In just such cases, especially after an 
ether anesthesia (which, by the way, should now 
be discarded for gas and oxygen) there is imminent 
danger of a urinary suppression. Under these con- 
ditions I have sometimes found it possible to start 
promptly an active secretion of urine, thus minim- 
izing the patient’s dangers.” To men of experience, 
the anuria which follows operations in cases of 
chronic jaundice is a well known danger. The fre- 
quent association of parenchymatous degeneration 
of the kidneys with chronic hepatic disease was 
long ago pointed by Frerichs and, since his day, by 
von Leyden, Nothnagel, Moebius, Chauffard and 
many others. The gravity of this hepatogenic 
anuria as a post-operative complication is well 
shown in the recent clinical and experimental con- 
tribution of Clairmont and v. Haberer (“Ueber 
Anurie nach Gallenstein Operationen” in Mitteil. 
aus d. Grenzg. d. Med. u. Chirurg., XXII, Bd. 1., 
1910) which is well worthy of consultation by all 
those interested in the subject. 

It was the result obtained in just such a case, 
when the urinary function was restored and life 
saved by the timely application of McArthur’s pro- 
cedure that made me a convinced believer in the 
practical value and in the far-reaching possibilities 
of the upper quodenal route. The effect of duo- 
denal infusion by the direct method above de- 
scribed in diminishing and arresting the in- 
cessant and exhausting post-operative vomiting 
was most notable. I can account for its 
prompt action only by the supposition that the 
introduction of fluid into the duodenum and upper 
bowel starts an active peristaltic wave downwards 
which tends to keep the stomach empty and free 
from bile and pancreatic secretion. 

In-the above case and in three others in which I 
have had occasion to resort to direct duodenal irri- 
gation, I have injected the fluid directly through a 
catheter introduced into the gall bladder, thence via 
the common duct into the duodenum. For this pur- 
pose I have found nothing so effective as an urete- 
ral catheter of large size which is allowed to 
penetrate into the bowel for one-quarter or one- 
third its length. In cases in which the catheter 
can be introduced it is the method to be preferred, 
but it can be readily conceived that there are cases 
in which catheterization is not practicable after the 
abdominal wound has been closed; in such cases 
the slow instillation of fluid through a drain intro- 
duced in the gall badder in the cautious manner 
recommended by McArthur, is the proper proce- 
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dure provided the presence of bile in the drain dem- 
onstrates the patulous condition of the cystic duct. 

The advantage of direct catheterization over 
simple installation of fluid in the gall bladded is the 
avoidance of pain from over-distention and the 
greater certainty of injecting the desired amount of 
fluid into the bowe! at a given time. 

My experience of the last six months only em- 
phasizes what McArthur has said. My technic has 
differed a little from his, but the fundamental prin- 
ciple which he has so ably established and advo- 
cated remains unaltered. It is quite evident that 
theoretical objections will be raised by many who 
have not had an opportunity to test the method or 
who may meet with exceptional conditions which 
may render the method inapplicable. Without at- 
tempting to discuss these objections we may safely 
leave to time and further experience the test of the 
true value and legitimate place of this procedure in 
our operative therapy. One fact will remain un- 
disputed, viz., that nowhere is absorption so active 
or so normal as in the upper duodenum. Whoever 
has had occasion to test the efficiency of the upper 
as compared to the lower (rectal) route as an ave- 
nue to the circulation must be convinced that this, 
in a physiologic sense, is infinitely the more efficient 
and preferable, whenever it can be made available 
for the purposes of the surgeon. 

In conclusion, my chief aim in this communica- 
tion is to encourage others in the application of 
this valuable suggestion in the cases in which it is 
especially indicated. It is an added means of ac- 
complishing an end when, for one reason or an- 
other, in a case of cholecystostomy or choledoch- 
otomy, the means already at hand (ingestion per os, 
proctocylsis, hypodermoclysis, etc.), cannot be em- 
ployed or are insufficient to relieve a serious or 
menacing situation Matas. 


THE AMERICAN JOURNAL OF DISEASES 
OF CHILDREN. 


Of very great interest, it seems to us, are the 
editorial and advertising announcements in the 
Journal of the American Medical Association of 
December 3, 1910, that, beginning this month there 
will appear, monthly, a new pediatric journal, The 
American Journal of Diseases of Children, to be 
published by the American Medica) Association. 

A well censored journal representative of the 
scientific pediatric work of the entire country is 
much needed. Its absence has constituted the one 
gap in American medical journalism. There can, 
or should be, no complaint, therefore, that the or- 


ganized profession should itself undertake to fill 
this gap. More than that, the high class of articles 
and the press work that characterize The Journal 
of the American Medical Association and The Ar- 
chives of Internal Medicine give ample assurance 
that The American Journal of Diseases of Chil- 
dren is conceived, and will be conducted, under the 
best auspices. 

It is interesting to note in the announcement that 
the new pediatric journal will be devoted not only 
to “the diagnostic observations” and “therapeutic 
methods,” but also to the “surgical technic of clini- 
cians and investigators working in this special 
field.” We do not possess and scarcely need a spe- 
cialty of surgical pediatrics, but the recently issued 
treatises on the Surgery of Childhood, by Prof. 
Samuel W. Kelley, and by the lamented De Forest 
Willard, afford ample testimony that there is much 
that is special in pediatric surgery. We hope that 
The American Journal of Diseases of Children will 
indeed develop no less the surgical than the med- 
ical aspects of pediatrics—W. M. B. 


JOHN C. DA COSTA. 

In the death on December 6th, of John Chalmers 
Da Costa, of Philadelphia, at the age of 76, Amer- 
ica has lost a notable surgeon. In addition to his 
accomplishments in surgery and gynecology, and 
even beyond his other important literary products, 
Da Costa deserves especially to be remembered, 
we believe, as the author of the best single-volume 
text book of modern surgery in English. 


Surgical Suggestions 


Attacks of pain on the right side closely re- 
sembling renal colic and associated with hematuria 
may be due to appendicitis. 


If during an operation for appendicitis the 
cecum or ileo-cecal junction ruptures the bowel is 
profoundly diseased, as by sarcoma, ulcerative 
typhlitis, etc. 


Before returning the intestines after appendicec- 
tomy, make sure of two things: first, that there is 
no mesenteric thrombosis; second, that there is no 
bleeding from the mesenteriolum (one may bleed 
to death from an untied vessel torn, for example, 
when preparing the appendix base after tying the 
mesenteriolum). 
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Book Reviews 


Duodenal Ulcer. By B. G. A. Moyniuan, M. S. (Lond.) 
F.R.C.S., Leeds. Octavo; 367 pages; 63 illustrations. 
Philadelphia and London: W. B. SaunpERs Company, 
1910. 

Than Moynihan no man has done more in the brilliant 
development of the surgery of the upper abdomen that 
has marked the last decade. As much as Moynihan no 
man has done to establish chronic duodenal ulcer as a clin- 
ical entity, diagnosticable by well-defined symptoms, and 
to determine by large personal experience the technics of 
its surgical treatment. This work comes to us, therefore, 
with the authority of him most fitted for its authorship. 


Moynihan’s work presents little that might not be gath- 
ered, here and there, and more or less vaguely or timidly 
expressed, from others. But it is none the less epochal, 
for it crystallizes surmises and theories with the force of 
clear demonstrations, it strikes another body blow at 
“functional dyspepsia,” and in a few terse, unequivocal 
statements it establishes the definite symptomatology of 
chronic ulcer of the duodenum!. 

The book is no abstruse treatise for the special student 
of gastro-intestinal pathology, nor a technical disquisition 
for the abdominal surgeon. It is a concise, clear exposi- 
tion that the general practitioner may read in a few hours 
and with much pleasure; and to him it will prove espe- 
cially valuable, since under his care come most of the 
cases of duodenal ulcer that are for years treated as dys- 
pepsia. To him Moynihan speaks thus boldly: “There are 
few diseases whose symptoms appear in such definite and 
well-ordered sequence as is observed in duodenal ulcer. 
; the symptoms of duodenal ulcer are definite, and 
not easily to be mistaken, they appear in an 


_ order and with a precision which are indeed remarkable.” 


(Page 101.) “The symptoms of ‘acid dyspepsia,’ if they 
are intractable and recurrent, are due to the demonstrable 
lesion, duodenal ulcer, Of that there can no longer be 
any doubt.” (Page 117.) “Recurrent severe ‘hyper- 
chlorhydria’ is duodenal ulcer. In a large expe- 
rience I have never operated upon a case of protracted or 
recurrent ‘hyperchlorhydria’ without. finding a duodenal 
ulcer.” (Page 112.) Nor would it seem that the author 
may have been deceived at his operations by preconcep- 
tions. “No ‘anaemic spots’ or trivial, often imaginary 
thickenings do I accept as being enough to account for 
protracted symptoms. The ulcer is always a visible, tang- 
ible, demonstrable lesion.” (Page 112.) 

Recurrent periods of “hunger pain”—epigastric pain 
and fulness coming on two, three, four or even six hours 
after eating, followed, with some relief, by belching, and 
often greatly relieved by eating—is the cardinal, accord- 
ing to Moynihan the pathognomonic, symptom of duodenal 
ulcer. The history often extends over very many years. 
The anamnesis is all-important in the diagnosis; physical 
examination is not essential to it. A point of tenderness 
in the midline of the epigastrium or to the right of this, 
may or may not be present. Vomiting is rare; hemate- 
mesis occasionally occurs. Blood is often found on testing 
the stools, but this has only corroborative value; it, too, 
is not necessary to the diagnosis. The appetite is good. 
Fluid food often brings on the pain quicker than solid food. 
The pains may be only after the principal meal, or after 
every meal. Characteristically, it awakens the patient 
about 2 o’clock at night. The periods of attacks stretch 
over many years, usually with longer or shorter intervals 
of complete or incomplete freedom from distress. The at- 
tacks are especially prone to come in the winter months; 
in the summer the symptoms are almost always absent. 
This, very briefly stated, is essentially the clinical picture 
of duodenal ulcer as Moynihan draws it. How familiar 
it sounds as the history of so many cases of “hyperacid- 
ity,” “nervous indigestion” and what not, treated by alka- 
lies, lavage and diets! 


After a brief History of ulceration of the duodenum, 
Moynihan in four chapters discusses and reviews the liter- 
ature of, respectively, Ulceration of the Duodenum in 
Cases of Burns or Scalds (in which he points out that 
“Curling’s ulcer” had been clearly described by Lang of 
Liverpool a year before Curling’s publication), Uremic 
Ulcer, Tuberculous Ulcer and Melaena Neonatorum and 
Duodenal Ulcer. Chapter VI presents in 22 pages the 
Symptoms and Diagnosis of Chronic Duodenal Ulcer, as 
above abstracted. Then follow chapters on the Differen- 
tial Diagnosis, Treatment (Surgery), Perforation and 
Pathology of chronic duodenal ulcer. Moynihan hazards 
little or nothing concerning etiology. 

An Appendix, compiled by Harotp Cottinson, M. S., 
F.R.C.S., assistant surgeon at the Leed’s General Infirm- 
ary, contains protocols of the 186 cases of duodenal ulcer 
operated upon by Moynihan up to the end of 1908, with a 
statistical analysis. In his preface Moynihan says that 
“up to the end of 1909 the mortality of the whole series of 
my cases was 1.6 per cent., and among the last 121 cases 
there was no death.” 


A Text-Book of General Bacteriology. By Epwin O. 
Jorpan, Ph.D., Professor of Bacteriology in the Uni- 
versity of Chicago and in Rush Medical College. Sec- 
ond Edition. Octavo; 594 pages; illustrated. Phila- 
delphia and London: W. B. Saunpers CoMPANY, 
1910. Cloth, $3.00 net. 

In this edition the text has been considerably revised 
and amplified as shown in the increase of 37 pages. .This 
increase is, in a large measure, the result of a proper 
cognizance of the most important advances in bacteriology 
since the first edition. Changes are noted throughout the 
book, among the most important of which are Epidemic 
Cerebro-Spinal Meningitis, certain plant tumors of bac- 
terial origin and numerous references to the use of vac- 
cines. It is a pleasure to note that the poor index of 
the first edition has been entirely revised and made im- 
measureably more serviceable. 


Oxford Medical Publications. Puerperal Infection. 
By Arnotp W. W. Lea, M.D., B.S. (Lond.), B.Sc. 
(Manch.), F.R.C.S. (Eng.). Lecturer in Obstetrics 
and Gynecology, the University of Manchester; Surg- 
eon, Northern Hospital for Women, etc. Large oc- 
tavo; 384 pages; 23 text figures and 35 plates. 
London: HENry Frowpe, Hopper and SrtouGHTon, 
1910. Price, $9.00. 

Lea has written a comprehensive monograph which deals 
with all phases and aspects of the subject. There are no 
errors of omission or comission; all views are impartially 
stated, and all branches receive quite full treatment. In 
spite of these excellences, the book leaves the interested 
reader singularly cold, because the author appears to have 
carefully eschewed expressing any preference for the many 
and varied opinions, measures, etc., which he describes, 
thus robbing the volume of all and any personal element. 

The mortality statistics of England are of great im- 
portance in studying the increase or decrease of puerperal 
infection. These facts are very fully discussed. An ex- 
cellent bibliography will be found at the end of each 
chapter. The illustrations and plates are admirable, as is 
the typography and general get-up of the book. 


Diagnosis and Treatment of Diseases of Women. By 
Harry SturGEON CrossEN M.D., Professor of Clinical 
Gynecology, Washington University; Gynecologist to 
the Washington University Hospital and Director of 
the Gynecological Clinic, etc. Second Edition. Large 
octavo; 1,025 pages; 744 engravings. St. Louis: C. 
V. Mossy Co., 1910. 

This second edition contains 200 additional pages, and 
50 new original illustrations. From the number of il- 
lustrations it will be noted that much stress has been 
laid upon this feature of the book, so much so that in 
many instances the text is merely explanatory of the pic- 
tures. The chapters devoted to methods of examination 
are unusually complete, but their value is considerably im- 
paired by too great subdivision, which interferes with 
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cohesion and continuity, the choppy sentences and para- 
graphs overburdened with heavy type proving very trying 
to the reader. 

The author has shown good judgment in the amount of 
anatomy and pathology presented in the opening para- 
graphs of special chapters dealing with the various pelvic 
organs, neither too much nor too little being given. Only 
in the description of the uterine mucosa and of endo- 
metrial changes as now recognized are serious omission 
noted. His conservative attitude on the treatment of 
acute uterine and pelvic inflammations is admirable, like- 
wise his advice as to treatment of such important diseases 
as fibroids of the uterus, carcinoma, ectopic gestation and 
especially cellulitis of the pelvic connective tissues. 

The frequent parallel columns of so-called “differential 
diagnosis” do not enhance the value of the book. Direct 
references to the literature are conspicuous by their ab- 
sence—but, to be sure, they are hardly called for in a 
volume of this character—therefore, the few footnotes re- 
ferring to articles by the author, become enviably promi- 
nent. 


In spite of the numerous criticisms above mentioned, the 
book, as a whole, should prove very useful to the prac- 
titioner and student. For no book of its size offers as 
many and useful illustrations, few are as complete, none 
more conservative and reliable in the treatment advocated. 


Précis de Pathologie Chirurgicale. Tome III. Mam- 
mary Gland, Abdomen. By Duvat, Lecéne, Gosset 
and Lenormant. Duodecimo; 781 pages; 352 figures; 
cg sd binding. Paris: Masson & Co., 1911. Price, 
10 francs. 


The title of this third of four volumes dealing in epito- 
mized form with surgical pathology is very misleading in- 
asmuch as the author’s present diagnostic methods, symp- 
toms and methods of treatment as well as surgical path- 
ology and anatomy. 

Considerable space is devoted to the surgical diseases 
of the mammary glands; hydatid disease of the liver, and 
the pathelogy of hernia—and these subjects appear to us 
to have received the best treatment at the hands of the 
authors. Many subjects, however appear to have been 
sadly neglected, and some important topics, entirely 
omitted. Witness a page and a half devoted to the path- 
ology, symptoms, diagnosis, treatment and prognosis of 
subphrenic abscess, and the subject of “fibromata” of the 
abdominal wall treated with similar brevity. No descrip- 
tion of suppurative pylephlebitis or of multiple abscess 
of the liver can be found. 

The work is generally up-to-date, very recent observa- 
tions in the literature being often quoted. Sometimes the 
authors go too far in their enthusiasm. For example, it 
yet remains to be proven that the Cammidge reaction in 
the diagnosis of pancreatitis “is of great value in the 
diagnosis,” and “surgeons utilizing the method will be 
highly satisfied with it.” On the other hand recent im- 
portant studies of the pathology of gastric and duodenal 
ulcers and their relation to carcinomatous ulcers have not 
even been mentioned. 

The illustrations, scattered in profusion throughout the 
book, are excellent and to the point. The printing is neat 
and clear. It is perhaps unfortunate that there is no in- 
dex appended to this volume; it might have aided the re- 
viewer of the work to arrive at a more favorable im- 
pression of the epitome. 


Urinary Surgery, A Review. By Frank Kipp, M.B., 
B.C. (Cantab.), F.R.C.S., Assistant Surgeon to the 
London’ Hospital. Octavo; 429 pages. London: 
LonoMaNns, Green & Co., 1910. 

Unstinted praise can be given to this volume, the clear- 
est and best éxposé of the subjcet from the viewpoint of 
the general practitioner that has come to our hands. The 
subject matter is concisely handled on a most up-to-date 
basis, the important principles and procedures are strongly 
brought out, and theoretical considerations are touched 
upon only in so far as they have practical bearing. “As 
regards treatment, this is set forth in so far as it can be 
carried out by the practitioner, but as far as operative 


measures are concerned the indications for such are dealt 
with rather than the full details thereof, though the main 
features of the operations are outlined.” ( Preface). The 
clarity of the text is enhanced by numerous clean-cut 
tabulations of symptoms and signs scattered throughout 
the book. 

The work is divided into five sections comprising the 
diseases of the kidney, of the ureter, of the bladder, of 
the prostrate and of the urethra. It is impossible for us 
to choose the best chapters from these sections, but per- 
haps a perusal of the chapter dealing with the develop- 
ment of the kidney and the ureter and the chapter on neph- 
roptosis will best indicate the author’s ability to present 
clearly and simply a difficult subject, and, on the other 
hand, his proneness to infuse a good deal of common 


sense into a-subject full of bizarre hypothesis. 


There is little in this book to which exception may be 
taken. We would, however, rather not see a certain dog- 
matic spirit displayed about subjects very open to question. 
For example, Kid very strongly advocates the substitution 
of spinal for general anesthesia in several places. And it 
is neither generally agreed upon that tuberculin is of any 
value in the treatment of tuberculous) cystitis (page 176), 
nor that the entire ureter must be removed in cases of 
nephrectomy for renal tuberculosis (page 192). The author 
might have touched upon the theories and experimental 
work in connection with so-called “reflex” anuria in the 
same manner in which he dealt with the experimental 
studies on cystitis (page 270). 


But these are all minor considerations, that may be ad- 
justed in subsequent edition of this book. For we feel 
that there should be subsequent editions of a work that 
must satisfy a long want of the general practitioner who 
is interested in the remarkable progress made in urinary 
surgery in the past ten years. We cannot leave this book 
without a word for the neat and attractive way in which 
it is put up and a compliment to the publishers for the 
entire absence of typographical errors. 


A Manual of Nursing. By Marcaret Frances DoNAHOE, 
formerly Superintendent of Nurses, Philadelphia Gen- 
eral Hospital. Duodecimo; 489 pages; 52 illustrations. 
New York: D. Appleton & Co., 1910. 

This is a convenient manual for the student nurse. . It 
condenses a great deal of information, which is concisely 
presented. 


Books Received 


The Physician’s Visiting List for 1911. (60th year of 
its publication.) Philadelphia: P. Braxiston’s Son 
Co. 


Modern Dental Materia Medica, Pharmacology and 
Therapeutics, including the Practical Application 
of Drugs and Remedies in the Treatment of Disease. 
By J. P. Bucxtey, Ph.G., D.D.S., Professor and Head 
of the Department of Materia Medica, Pharmacology 
and Therapeutics, and Formerly Director of the 
Chemical Laboratories, Chicago College of Dental 
Surgery. Second Edition. Octavo; 383 pages; 46 
illustrations. Philadelphia: P. Braxiston’s Son 
Co., 1910 Price, $2.50. 


Dental Materia Medica and Therapeutics. With Spe- 
cial Reference to the Rational Application of Remed- 
ial Measures to Dental Diseases. A Text-Book for 
Students and Practitioners. By Herman Prinz, M.D., 
D.D.S., Professor of Materia Medica, Therapeutics 
and Pathology, Washington University Dental School, 
St. Louis. Octavo; 506 pages; 103 illustrations. St. 
Louis: C. V. Mossy Mepicat Book Co., 1909. 
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Progress in Surgery 
A Résumé of Recent Literature. 


The Responsibility of the Tonsil in Tuberculous 
Adenitis. F. S. Matruews, New York, Annals of 
Surgery, December, 1910. 


Histological examinations were made of 65 whole tonsils 
removed from children; 57 tonsils of patients not clinic- 
ally tuberculous showed no tuberculous lesions. Of eight 
patients with tuberculous cervical adenitis the tonsils were 
found tuberculous in five. In two of the cases there was 
evidence of other than tonsillar source for the tuberculous 
Pen ay (in these two cases the tonsils were not tubercu- 
ous). 

The writer’s result, therefore, parallel those of Hurd, 
Judd and others. In cases in which there is clinical evi- 
dence that the tonsils are the source of tuberculous in- 
fection, tuberculous lesions in the tonsils have been found. 
Nevertheless, tuberculosis does not greatly enlarge these 
tonsils; according to Hurd, tuberculosis is to be found 
in the small buried ones and not in the large, soft and 
elevated varieties of tonsils. Matthews believes that, with 
a recognition of the frequency of the tonsillar source of 
infection, tonsils will, in the future, be more frequently 
removed to avoid a reinfection of the cervical glands by 
tuberculosis. 


Treatment of Tuberculous Glands of the Neck. A 
Study of 649 Operated Cases. E. S. Jupp, Roches- 
ter, Minn., Annals of Surgery, December, 1910. 

In a survey of the anatomy of the glands of the neck 
the author points out that although these glands drain the 
entire scalp, skin and the mucous membrane of the head 
and face, there are no lymphatic vessels passing upward 
or communicating with any point within the skull. The 
deep cervical glands, best considered in a surgical sense in 
one group, lie almost entirely behind the sternomastoideus 
in the upper half of the neck; in the lower half they lie 
near the muscle in the supraclavicular triangle. Most im- 
portant of the facts indicated by Judd is the recently 
made discovery that direct extension from the cervical to 
the mediastinal glands is impossible. The glandular system 
of the neck having no direct relations with the lymphatic 
system of the thorax, tuberculous cervical glands must be 
considered a local affection and treated as such. 

Many children between the ages of four and ten present 
enlarged cervical lymph glands. The pathological picture 
in these nodes is in part tuberculosis, in part hyperplasia. 
It suffices, in most of these patients, to remove adenoids 
and tonsils, exhibit tonic medication, fresh air, etc. 

Thus the large majority of the patients radically op- 
erated upon were over 15 years of age. Pulmonary 
tuberculosis is not necessarily a contraindication. In fact 
the pulmonary condition appeared much improved after 
the removal of the cervical glands, in some of the cases. 

The technic employed at the Rochester Clinic is, in brief: 
The incision begins behind the mastoid tip and runs along 
the border of the trapezius. A little below the middle of 
the neck it curves forward to end at the clavicular inser- 
tion of the sternomastoideus. The latter muscle is drawn 
forward and the dissection begun as low down as the 
omohyoid pulley. In most of the cases the entire deep 
cervical chain should be removed in one piece. It should 
be removed with its enveloping fascia, whenever possible; 


* not infrequently the dissection can be made with the finger. 


Half way up the neck the superficial sensory nerves are 
met. These are best divided to ensure good exposure. A 
short distance above them the spinal accessory is met 
emerging from the sternomastoideus. The nerves should 
be spared; if accidently divided, immediate suture gives 
good functional results. As soon as the internal jugular 
vein is exposed a packing should be placed against its 
lowermost exposure to avoid the possibility of air being 
sucked into it. When the dissection is over the platysma 
should be separately sutured, and the skin by a subcuticular 


stitch. The operative field is drained by a stab incision. 
Submaxillary glands are best removed through a separate 
incision parallel to the maxillary ramus. 

There was no direct mortality from the radical opera- 
tion, in Judd’s series of cases. In 8.6 per cent. of the 
cases recurrences took place in the region of the former 
operations. 


Surgery of the Middle Turbinate Body. Atpert H. An- 
prRews. Journal of Ophthalmology and Oto-Laryngol- 
ogy, October, 

The author says that the middle turbinate body. being a 
part of the ethmoid bone is subject to the same varia- 
tions in size, in shape and in composition as characterize 
the other portions of this structure. Among the com- 
moner diseased conditions which are generally recognized 
as calling for removal of the turbinate are: 1, polypi 
springing from or recurring in the immediate neighbor- 
hood of the turbinate; 2, chronic disease of any of the 
anterior group of accessory cavities, especially when the 
turbinate itself is diseased or when it lies so close to 
the lateral wall as to interfere with drainage, ventilation 
or with examination of these cavities; 3, disease of the 
sphenoid sinus or posterior ethmoid cells when its re- 
moval facilitates the treatrnent of these cavities. 

There are certain other conditions which in some cases 
need operative treatment, such as pressure of the middle 
turbinate on the surrounding structures, and a hypertro- 
phied turbinate with pains in the eye or head, the per- 
sistent appearance of a discharge of muco-pus from under 
the turbinate; where the turbinate is pressed upon by a 
small circumscribed deflection of the septum with plenty 
of room below and where there is a sensation of nasal 
obstruction. 
A Case of Subcutaneous Surgical Emphysema. An 

Unusual Complication Following the Removal of 
Faucial Tonsils. Benjamin D. ParisH. The 
Laryngoscope, November, 1910. 


A man 28 years of age developed alarming symptoms 
after removal of tonsils under ether anesthesia. The 
patient left the operating table in good condition, there 
being nothing unusual about the operation except a slight 
excess in bleeding. On the way to his room, the patient 
developed alarming dyspnea and it was noticed that the 
face and neck were swelling rapidly. Examination re- 
vealed a puffiness of the entire neck so that the lines of 
the neck were practically obliterated, both cheeks and right 
eye-lid were swollen, and a crackling of emphysema was 
easily detected over this entire area as far down as the 
last rib anteriorly, but none posteriorly. It was noted 
that the emphysema which had been increasing with the 
neck in the extended position remained stationary when 
flexed. Examination of the throat and neck showed noth- 
ing unusual. Stimulants and enteroclysis were admin- 
istered. The patient rallied from the shock, his respira- 
tion again became normal and in about three days the em- 
physema had been absorbed from the neck and face, 
though it took two weeks to disappear from the chest. 


Cosmetic Surgery of the Nose. Henry A. Beaupovux. 
The St. Paul Medical Journal, November, 1910. 
The author believes that paraffin injections in this con- 
nection have not received the credit they should. The 
claims that many of the accidents from paraffin can be 
accredited to a poor preparation of the paraffin, and im- 
proper injection methods. In noses where the fascia is 
bound down close to the bony or cartilaginous septum, 
small amounts of paraffin should be used during each in- 
jection as it is dangerous to force too much into the tissues 
at one setting. Embolus will not occur if paraffin of a 
proper melting point is used nor will a displacement of 
paraffin either in the tissues of the forehead or above the 
eyelids occur if too great force is not used. Should an 
over amount be injected, by the use of very hot com- 
presses over the nose, one can, in many instances, mold 
this excess, if small, to the symmetry of the parts. 
The external nasal deformities should be divided into 
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three classes: 1, those in which the nasal bones are 
fractured or crushed; 2, those combining fracture and im- 
paction of the nasal bones between the nasal processes of 
the upper maxillary bones with separation of the same; 
3, those involving the cartilaginous portion of the septum, 
simply, or in combination with either of the former two 
or both. In the correction of such deformities not only 
should the surgical side be considered but also the ar- 
tistic and cosmetic side. The general facial anatomy and 
contour should be taken into consideration, so as to har- 
monize the final result of the surgical endeavor with the 
type of individual we are working upon. 


Intranasal operations, where necessary, should be per- 
formed first, especially where an extensive submucous re- 
section has to be done; and some weeks later, the external 
operation or injection should occur. To relieve sunken 
or crushed nasal bones the best method is to fracture the 
crushed bones from the frontal bone by means of an in- 
tranasal lever, such as a small probe or small dissector, 
and the wing of the nasal process should be hammered 
in place with a protected mallet, thus driving the upper 
edge of the maxillary process under the nasal bone. In 
cases where the nasal bones are separated, it is necessary 
either intranasally, or through a small medium incision, to 
mobilize both nasal bones and adjust them at the de- 
sired angle with the frontal bone and support them in 
place with some device such as the Carter clamp and 
intranasal supports. 


Some Observations on Fatal Cases of Pulmonary 
Thrombosis. E. Grynn and R. E. Knowtes, Liver- 
pool. British Medical Journal, November ‘5, 1910. 


Spontaneous thrombosis is much commoner than em- 
bolism, in the proportion of 8 to 1 in some 1,200 post- 
mortem examinations from a single hospital. We believe 
an unaccountable acceleration of the pulse or respiration 
rate, beginning in the second week after a major opera- 
tion, especially abdominal, and associated with slight 
pyrexia, suggests the possibility of spontaneous pulmonary 
thrombosis and of a sudden fatal termination about the 
third week. 

Cases of spontaneous thrombosis are overlooked from 
the assumption that only embolism can cause death in 
a few minutes, from neglect to remove and harden the 
heart and lungs together, and trace the distribution of 
the thrombi in situ in properly hardened specimens, and 
especially from neglect to make a thorough microscopical 
examination. 

Even the association of pulmonary clots with others in 
the systemic veins does not necessarily prove that the 
former are embolic. Both may have arisen spontaneously 
and separately from similar causes. 


Active Lobar Collapse of the Lungs After Abdominal 
Operations. W. Pasteur. Lancet, October 8, rg10. 


Pasteur gives the report of five cases. The symptoms 
of active lobar collapse are the following: Sudden dyspnea 
and cyanosis, generally accompanied by pain in the lower 
part of the chest; cough is not a prominent feature; there 
is an immediate loss of mobility of the affected side of 
the chest, always the side upon which the operation was 
performed. The movements on the healthy side, on the 
other hand, are exaggerated. There is dullness at the base, 
with weak breath sounds, becoming almost inaudible at the 
base. On the healthy side the lung apparently becomes 
enlarged by a process of compensation, and the apex beat 
becomes shifted to the affected side. This last symptom, 
according to Pasteur, is difficult to explain. The author 
believes that the collapse ofthe lung is due to partial or 
complete paralysis of the affected side of the diaphragm, 
and the lesions are exactly similar to those found after 
diphtheritic paralysis of the diaphragm. Pasteur has ob- 
served the lungs in about 15 cases of lung collapse aris- 
ing from various conditions. In nearly all of them the 
lower lobe was collapsed, airless and sank in water. The 
condition should not be confused with post-operative 
pneumonia. No treatment is suggested. 


Acute Thoracic Empyema; Avoidance of Chronic 
Empyema; Rib Trephining for Suction Drainage. 
S. Rosinson, Boston. Boston Medical and Surgical 
Journal, October 13, 1910. 

Robinson believes that the maintenance of permanent 
suction of the pleural cavity after empyema operations is 
the most important item in the avoidance of chronic 
empyema. The trouble with nearly all methods of ob- 
taining suction at present at our command is, that leaking 
sooner or later occurs, so that the pleural cavity cannot 
be made air-tight. Robinson believes that he has over- 
come this difficulty by drainage through a trephine opening 
in the rib, into which he inserts a metal tube of special 
make, which fits snugly into the opening. After the pus 
is allowed to escape (but only until air aspiration does 
not occur), the metal tube is connected with a rubber 
tube, clamped, and a suction apparatus is applied when 
the patient returns to the ward. The operation can be 
easily done under local anesthesia. Robinson has found 
that the lung expands better after this operation than 
after any other. The method possesses a further advan- 
tage in that shock from lung collapse is obviated. 

For the details of this interesting report and operation 
the reader is referred to the original: paper. 


Pain in Hydatid Cysts of the Liver. (De la Douleur 
dans les Kystes Hydatiques du Fois), E. Quenu, 
Paris, Revue de Chirurgie, No. XI, 1910. 

But little attention has been paid to the element of pain 
in cases of hydatid disease of the liver; most writers on 
the subject simply stating that there is generally no pain 
except in the suppurating cysts. Quénu, in an analysis of 
a large series of cases, finds that pain is a common symp- 
tom even in the earlier stages of the disease, and is even 
more frequently present during the course of the af- 
fection—independent of any suppuration or rupture of the 
cysts. This has been proven at the operating table. 

- The painful cysts are not all grouped under one type. 
There is one variety, which the author terms the Seeente. 
lithiac” type, characterized by attacks closely resembling 
gall stone colic. These attacks do not seem to depend on 
the situation of the cyst within the liver. Another type 
is the “gastralgic’ one, in which the symptoms may 
closely resemble the gastralgias, and may or may not be 
accompanied by digestive disturbances. The most 
usual variety of pain, however, is a more or less con- 
stant one in the right hypochondrium. It may at times be 
intense and radiating; the radiation not assuming a con- 
stant course to the right shoulder, but extending to other 
regions (left shoulder, back, abdomen, etc.). The cause 
of pain in these non-suppurating cases is, as yet, quite 
unknown. 


The Operative Treatment of Acute and Chronic Pan- 
creatitis. (Beitrige zur Operativen Behandlung der 
Akuten und  Chronischen Pankreatitis,) JosErx 
Gasiet, Wiener Klinische Wochenschrift, November 
24, IQI0. 


In chronic pancreatitis associated with gallstones, the 
author recommends cholecystectomy and drainage of the 
hepatic duct. If the chronic pancreatitis is associated with 
stagnation of bile, even though cholelithiasis is not pres- 
ent, cholecystenterostomy is indicated. 

In addition, in every case in which there is an enlarge- 
ment and hardening of the pancreas, the author believes 
that excision of a portion of the inflammatory swelling 
and drainage are necessary. 


Permanent Cure of Carcinoma After Exposure to ; 


Radium. (Uber Dauerheilungen von Karzinomen 
nach Radiumbestrahlung). A. Exner, Vienna, Muen- 
chener Medizinische Wochenschrift, November 22, 
1910. 

The author reports four cases of prognostically bad car- 
cinomata permanently cured by radium therapy. A 
woman, 42 years old, with carcinoma of the cheek the 
size of a cent piece; single exposure of one-half hour 
caused disappearance of the growth in 14 days; has re- 
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mained well seven years. Woman 73 years old with 
tumor of cheek involving the mouth and adherent slightly 
to upper and lower jaw treated for four months; she has 
remained well for seven years. A man, 77 years old, was 
operated upon for tumor of the jaw involving the antrum; 
parts of the neoplasm could not be removed; the large 
cavity was exposed to radium for 14 days; the patient 
was well until his death two years later from pneumonia. 
The last patient, a man of 58 had a carcinoma which in- 
volved the entire upper lip, infiltrating neighboring tissues; 
for four months interrupted exposures were given, the 
severe reaction necessitating intermissions; the patient re- 
fused further treatment; at this time a small piece was 
excised and showed carcinoma, whose vitality was greatly 
impaired by the treatment; the patient is still well four 
and on-half years later. 


A Radical Operation for Malignant Disease of the 
Testis. Russet Howarp, London. The Lancet, No- 
vember 12, I9QI0. 

The question of a radical operation for malignant dis- 
ease of the testis has come more and more to the front of 
recent years. In other parts of the body the operations 
for malignant disease have been progressively elaborated 
until it is an axiom that extirpation of the growth, with 
the lymphatic glands the part drains into and the inter- 
vening lymphatics is the only radical form of operation, 
and that this should be done in all cases. In the case of 
the testicle, however, the deep situation of the involved 
lymphatics and the important structures which lie near 
them have appeared to negative the usual operative pro- 
cedure, and surgeons on the whole have been content to 
perform castration and to trust that the lymphatics are not 
already infiltrated. The very few cases that escape sub- 
sequent recurrence in the glands show on what feeble 
grounds this hope rests, and a radical glandular operation 
appears to be the more urgent as local recurrence in the 
scrotum is rare. 

Howard reports the following extensive and radical 
operation performed in July, 1910, on a boy of ten, who 
had a small round-celled sarcoma of the left epididymis 
and testicle: 

An incision was made into the testis so as to confirm 
the diagnosis. This was found to be correct, and an in- 
cision was then made over the external ring and the sper- 
matic cord was separated and ligatured so as to avoid 
loss of blood from the incision into the testis. A second 
incision was then made from the external ring in a curved 
direction external to the linea semilunaris to about 114 
inches above the umbilicus. All the layers of the abdominal 
wall were cut through and the peritoneum was exposed. 
This was dragged away from the retro-peritoneal tissue 
and was found to strip readily; the stripping was con- 
tinued until the aorta and the common iliac and external 
iliac arteries were thoroughly exposed from the renal ves- 
sels downwards, the peritoneum being held back with 
broad retractors. The exposure was very thorough, and 
the whole length of the vessels was easily seen by-the on- 
lookers. The tissue round the aorta, renal arteries, in- 
ferior mesenteric, common and external iliacs, and the 
commencement of the internal iliacs was removed with 
scissors and Kocher’s dissector until the vessels were quite 
clean as in an ordinary dissecting room dissection. Nu- 
merous space were removed in the tissue, but none seemed 
to be enlarged. When the big vessels were quite clean at- 
tention was turned to the spermatic vessels, which, with 
the lymphatics, had been turned back with the peritoneum. 
The testis with part of the scrotum was detached from 
everything except the spermatic cord, and the vas was 
lagatured as it turned down into the pelvis. The sper- 
matic vessels were then stripped away from the peritoneum 
as far as the renal vein, a ligature was applied, and the 
whole growth, artery, veins, and lymphatics were removed. 
(Fig. 2.) The exposure of the vessels, etc., was so com- 
plete that the dissection was easily carried out without 
any danger. The duodenum readily turned back off the 
aorta. After removal of the testis the peritoneum was re- 
placed, the retro-peritoneal area was drained with a tube, 
and the abdominal wall was sutured. Time of operation, 
one hour. No marked shock. Bleeding insignificant. Re- 
covery. 


The operation went a step further than Jamieson and 
Dodson’s ideal operation, in that it cleared the whole of 
the external iliac artery and vein, instead of the upper 
third only. Their dictum that the operation “is exceed- 
ingly difficult and dangerous, if not impracticable,’ How- 
ard says, does not hold good in boys, at any rate. 


On the Meiostagmin Reaction. (Ueber die Meiostag- 
minreaktion.) F. Micuetr and F. Catraretti, Turin. 
Wiener Kleinische Wochenscrift, November 3, 1910. 

The authors confirm the results of Ascoli and others in 
regard to the value and specificity of the meiostagmin re- 
action. Of 31 cases of undoubted cancer, a positive reac- 
tion was obtained in 27. In 42 non-cancer patients the 
reaction was negative. 


Operative Treatment of Simple Fractures. A. F. 
Jonas, Omaha, Journal American Medical Associ- 
ation, November 19, I9gI10. 

Jonas discusses the open method of treating simple 
fractures. He states that experience has shown that with 
open operation the external retention and fixation appli- 
ances must be of the same design and must be applied 
with the same care as in cases in which no incision is 
made. He formulates the following rules: 

1. All fractures that can be adjusted manually and can 
be fixed in a position that will insure a good functional 
result, even though the Roentgen rays indicate a lack of 
perfect end-to-end approximation, are to be treated by the 
closed method. 

2. In all fractures with a marked deformity, such as 
overlapping, angulation, lack of contact of fractured sur- 
faces, when it is apparent that union will not take place, 
an open operation is done. ; 

3. In all cases in which there is an interposition of 
soft structures or loose bone fragments, an open operation 
must be done. 

4. All compound fractures are treated by operation if 
the broken ends do not fall into easy apposition. 

5. All depressed cranial fractures are cases for an open 
operation. 

6. All spinal fractures showing symptoms of compres- 
sion are cases for an open operation. 

The Roentgen ray must be employed whenever possible 
to aid in a proper estimation of the extent and location 
of the fracture. It must determine for us whether bone 
approximation is sufficient after the fixation appliance, in- 
ternal or external, has been ‘applied. 

Having determined at the earliest possible moment that 
manipulation is fruitless to replace the broken bones, an 
immediate operation should be done before the physiologic 
rarefying process has begun, or at least before it is very 
far advanced. 

Regarding technic, he says that nothing is introduced 
into the open wound that has touched the skin. Finger 
contact is avoided. All parts of the wound are handled 
with sterile instruments. In all cases in which an open 
operation is found necessary, three forms of material are 
used to insure bone coaptation, viz.: the silver plates of 
Sick, bronze-aluminum wire, and chromic gut; the latter 
only to reinforce the metallic appliance. 


An Apparatus for the Conservative and Ambulatory 
Treatment of Patella, Olecranon, and Os Calcis 
Fractures. (Apparat sur Konservativen, Ambulan- 
ten Behandlung der Patella-Olekranon- und Kalkaneus 
Krakturen.) E. Fisuer, Budapest. Wiener Klein- 
ische Wochenschrift, October 6, 1910. 

The apparatus consists of a fleflxible band of steel with 
sharp hooks at each end; the strength can be reinforced 
by additional bands which are held in place by a thumb 
screw. The technic of applying this apparatus is as fol- 
lows: A number of long strips of adhesive plaster are at- 
tached to a strong band of canvas. The strips of plaster 
are atttached in a longitudinal direction to the thigh in 
such a manner that the junction of the strips to the can- 
vas band lies just above the patella. A similar arrange- 
ment is applied on the leg. The hooks of the steel band 
are then fixed to canvas in such a manner that a strong 
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force is made to bear upon the fragments of the patella, 
bringing them in firm opposition. Fisher has treated ten 
cases by this method and has obtained a perfect func- 
tional result in each. X-ray photographs show that bony 
union is obtained. The advantages of the method are that 
the patient can walk around with the apparatus in place 
without disturbing the position of the fragments and that 
as good results can be obtained as by operation and with 
less danger. 

The author gives directions for the application of this 
method to fractures of the olecranon and oscalcis. 

Results of Exclusion of the Tendo Achilles for Severe 
Flat Foot (Nicoladoni.) (Erfolge mit der Ausschal- 
tung der Achillessehne beim Schweren Plattfus nach 
Nicoladoni). J. Hertie, Graz, Archiv fiir Klinische 
Chirurgie, Vol. 93, Part III. 

In 1902, Nicoladoni first described his operation for flat- 
foot. It was his impression that, since the calf-muscles 
are opponents to the short plantar flexors, if the tendo 
Achilles were divided the plantar muscles would functionate 
much more actively to result in the return of the foot 
towards the normal. Accordingly, in five cases of severe 
flat-foot, the tendon was divided at the classical level, and 
the upper stump was tucked in upwards under the fascia 
and sutured in this position. 

Permanent results from this procedure can now be re- 
ported upon. From three to six weeks after operation the 
patients return to their occupation. Of all the operative 
procedures Nicoladoni’s is the simplest, relieves pain in the 
shortest time. It results in the return to (or towards) the 
normal anatomical structure of the foot. Severe disturb- 
ances in gait, as a result of the operation, are only tem- 
porary. Despite the method of treating the Achilles ten- 
don a new formation of tendon tissue takes place after 
on time, and the calf muscles again functionate norm- 
ally. 

National French Congress of Obstetrics, Gynecology 
and Pediatrics. Toulouse, September 22-27. Re- 
port contained in the Annales de Gynécologie et 
d’Obstetrique, October, 1910. 

There were three subjects reported on. MERIEL gave a 
review of our present views on solid ovarian tumors. The 
ultimate results following removal of cancer of the ovary 
are better than in all other regions of the body. FRrepet 
and GuImLLEemort reported on congenital hypertrophic sten- 
osis of the pylorus. In all cases except those of very large 
and very fibrous pyloric hypertrophy they practice a pyloro- 
plasty without opening the mucous membrane. Paret re- 
ported on megacolon. These three reports will be found 
— and complete monographs of the subjects dealt 
with, 

Of the many other subjects discussed, the following are 
of special interest. Unilateral cases of non-tuberculous 
pyosalpinx in virgins are usually due to appendiceal 
trouble, but two cases of bilateral affection were probably 
due to bacterial invasion through the uterus. The menorr- 
hagia of virgins is usually curable by curettage. Many 
cases of undisturbed pregnancy and labor after nephrec- 
tomy are reported, and the conclusion drawn that neph- 
rectomy is no bar to marriage or childbirth. VuioLeT in 
great detail describes the anatomy of prolapse which, ac- 
cording to his views, is due chiefly to stretching or tearing 
of the pelvic fascia and not to injury of the levator ani. 
—— an operation similar to that proposed by 

The Treatment of Dysmenorrhea. (Die Behandlung der 
Dysmenorrhée) DrENKHAHN, Detmold. Zentralblatt 
fiir Gyndkologie, November 19, 1910. 

The author has used the following simple treatment 
with uniform success for the relief of dysmenorrhea: 
He injects 1/60 grain of atropin dissolved in a cubic centi- 
-meter of water into the cervix, and then introduces a dry 
tampon. If no instruments are at hand, a small cotton 
tampon moistened with a 1 per cent, solution of atropin 
and introduced to the posterior fornix acts equally well 
and promptly. He also claims that the same remedy will 
afford relief in mild acute or in chronic inflammatory af- 
fections of the uterus making douches, sitzbaths and tam- 
pons unnecessary. 


Surgery of the Obese. Roserr T. Morris, New York, 
Monthly Cyclopedia and Medical Bulletin, November, 
I9IO. 

In dealing with very fleshy patients it is necessary to 
give consideration to a few very important mechanical 
points. In making incisions through the adipose tissue it 
is essential to make very clean cuts, in order to cause as 
few fatty tabs and irregularities as possible. In haemos- 
tasis it is well to. avoid the use of artery forceps if we 
can, because artery forceps crush a certain amount of 
tissue which must be disposed of by the lymphatics, and 
the lymphatics of the adipose tissue are neither abundant 
nor active. If, instead of using artery forceps, we slip 
a ligature under each vessel by means of a needle, it 
lessens the amount of ragged tissue. When we have to 
tie a ligature through a mass of fat, the amount of fat 
included must be as small as will suffice, and the ligature 
must be drawn with an unusual degree of snugness, be- 
cause the oil within the grasp of the ligature responds to 
the ordinary principle in hydrostatics, and slowly moves 
out of the way of the pressure. This may leave the liga- 
ture loose in an hour after it has been tied snugly enough 
to control hemorrhage at the time .of operation. Where 
we have to ligate a series of vessels lying near together, 
as in the fatty mesentery, in bowel work upon an obese 
patient, it is often best to run a continuous suture along 
the face of the cut mesentery with its opened vessels, and 
at each turn about the vessel take a half hitch with the 
suture. This step in technic saves considerable time, 
avoids much injury to fatty tissues, and disposes of the 
danger of loosening of the parts within the grasp of the 
suture material in an hour subsequent to operation. 

During the entire time when we are at work with an 
obese patient, free oil is escaping, and the natural tend- 
ency would be to wipe this out along with blood and 
serum; but the adipose tissue must not be brushed, for 
gauze or sponge injures its texture and liberates still more 
oil, We have to depend-upon the principle of filling the 
wound with salt solution and allowing the free oil to 
float to the surface, and then to float away in an excess 
of salt solution. This is a very important step in pro- 
cedure. -In suturing the muscles of the obese we often 
observe the fatty degeneration of muscle structure, and 
suturing through such muscle liberates free fat. Make it 
a rule to suture muscle-sheaths of fibrous tissue as far as 
possible without carrying sutures into the muscle itself, 
if it can be avoided. Try to make incisions in the obese 
in such a way as to avoid muscle-belly suturing later. 


It is in final closure of the wound that one’s nicest 
mechanical sense is brought into play, and here we fortu- 
nately have a resource of remarkable importance, but one 
which is commonly overlooked. No sutures are to enter 
the fat. The muscles having been sutured beneath the 
adipose layer, the skin is next sutured, and before making 
the final knot the adipose wound margins are pressed firm- 


ly together between the hands, in order to express any 


air or fluid. The suture then being completed, atmos- 
pheric pressure holds the fatty walls together just as 
snugly as the wet leather disk of the boy is held to the 
stone, and we get a very much smoother line of union than 
was customary when the special suturing for these tissues 
was employed. If any extra supports are required for the 
walls of the wound, we place two squares of adhesive 
plaster at a safe distance from the margins of the wound 
line, and then lace these together through eyelet-holes 
made with a punch and eye-carrier. The catgut or silk 
lacing which actually touches the eyelets will not be asep- 
tic, but with a little care the part lying next the wound 
may be kept safe. In order to allow the escape of any 
culture medium which may collect in the wound during 
the first twenty-four hours, I poke a tiny wick of gauze 
surrounded by gutta percha tissue into the wound at any 
convenient point, and this is removed on the following day. 
As a matter of fact, the extra support made of adhesive 
plaster need not be put on until two or three days after 
the operation, or at about the time when catgut sutures 
would begin to lose their hold. The ordinary snug band- 
age or binder will support the walls of the wound well 
enough until that time. 
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